ANDTHE 
NATION'S HEA 


now 3 media 


for wider-range bacteriologic diagnosis 


TRYPTICASE Soy Broth 
with added CO, 
Brain Heart Infusion 
; with PAB and added CO, 


Thioglycollate Medium, 


VACUTAINER CULTURE BOTTLE 


* UNCONTAMINATED SPECIMENS — blood taken from patient's vein to culture bottle via a 
closed, sterile system. Unit is compact enough for bedside collections, is available with 
mailing box for shipment to outside laboratories+ WIDEST RANGE OF GROWTH —specimens 
can be taken aerobically or anaerobically. Media are carefully selected for their ability 
to grow the various strains within genera + SIMPLIFIED TECHNIQUE —one VACUTAINER 
Culture Bottle, or as many as desired, inoculated with a single B-D Sterile Blood-Taking 


Unit. 
Free reference chart available for definitive bacterial identification. Write for Chart N-33C. 
8-D, TRYPTICASE and VACUTAINER are trademarks. 
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'TMIYSOLIN in 


BRAND OF PRIMIDONE 


CLEAR EXPRESSION OF CONTROL 


44The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mal epilepsy.99* 


Employed alone or in combination, _ intractable to maximal doses of other anti- 
"Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from texic re- 
ness, often where epilepsy has remained actions is assured by a wide safery margin. 


"Forster, F. M.: Wisconsin M. J 58:375 (July) 1959. Literature and bibliography on request 


f d Bs, AYERST LABORATORIES NEW YORK 16, N. Y. + MONTREAL, CANADA 
. >, Mysoline” is available in the United States by arrangement with Imperial Chemical industries, Ltd 
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THERAPEUTIC INDEX 


IMYSOLINE? 


BRAND OF PRIMIDONE 
IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants— Children under 8 years: 
Order of dosage same as for adults, but start 
with 4 tablet (0.125 Gm.) daily and 
increase by '4 tablet daily each week, until 
control. (Where a smaller starting dose 

is required, use 50 mg. tablet.) 

Adults and Children (over 8 years): 

1 tablet (0.25 Gm.) daily (preferably at 
bedtime) for 1 week. Increase by 1 tablet 
daily each week, until control. Dosage exceed- 
ing 2 Gm. daily presently not recommended. 


Patients already receiving other anti- 
convulsants— Children under 8 years: 
Initially one-half the adult dose, or 0.125 Gm. 
daily. Gradual increases and decreases as 
described in adult regimen. (Where a smaller 
starting dose is required, use 50 mg. tablet.) 
Adults and Children (over 8 years): 

0.25 Gm. daily, and gradually increased while 
the dosage of the other drug(s) is gradually 
decreased. Continued until satisf2-tory dosage 
level is achieved for combination, or until 
other medication is completely withdrawn. 


When therapy with “‘Mysoline”’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline."’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline”’ Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline” Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone,in bottles 
of 8 fluidounces. 
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By Sidney Raffel, ScD., M.D. 
Stanford University Medical School 


The new edition of this popular text contains 
the most lucid basic treatment of the subject 
available. Exceptionally well organized, it 
IMMUNITY balances its treatment of theoretical and ex- 
perimental aspects of immunologic reactions 
with practical applications to specific disease 
(2nd Ed.—Fall 1961) processes and hypersensitivity. 
About 650 Pages Iilustrated 
About $12.00 


By Howard C. Hopps, M.D. 
University of Texas School of Medicine 


RAFFEL'S 


HOPPS' 


The purpose of this text is to establish for the 
student a basic concept of disease and a broad 
understanding of how disease becomes estab- 


PRINCIPLES OF lished, how and why it produces its effects. 


The presentation of principles establishes a 
PATHOLOGY firm foundation for later assimilation of spe- 

cific facts. More than 600 illustrations are 
immediately adjacent to pertinent text matter 
on an 8” x 10” page and an appendix gives 


(New Book—July 1959) additional tabular data useful to the student. 
330 pages 613 Illustrations 


July 1959 © $6.95 
By David L. Belding, M.D. 


BASIC This new title is a practical condensation of 
the author's definitive TEXTBOOK OF 

CLINICAL CLINICAL PARASITOLOGY. Following in- 
troductory chapters on general parasitology, 


the author covers the protozoa in 3 chapters, 
PARASITOLOGY nemathelminthes in 3 chapters, cestoidea in 3 
chapters, the trematoda in 3 chapters and 
arthropoda in 4 chapters. A concluding sec- 


(New Book lune 1958) tion covers technical methods of diagnosis of 


parasitic diseases and methods of treatment. 


450 Pages Ilius. © $9.00 


By Kenneth F. Maxcy, M.D., Dr.P.H. 
ROSENAU with 26 Contributors 
PREVENTIVE This “bible” of public health personnel and 


physicians is again brought to date in this new 


MEDICINE AND 1956 edition in which 44% represents com- 
plete rewriting or extensive revision. The 
PUBLIC HEALTH of 


coverage each disease includes history, 
cause, diagnosis, transmission and prophylaxis, 


(8th Edition—1956) 1477 Pages * Sept. 1956 © $15.00 


By David T. Smith, M.D. 
and Norman Conant, Ph.D. 
ZINSSER with 7 Collaborators 


This new 1960 edition has be retitled to 
indicate the inclusion of a new .our-chapter 
MICROBIOLOGY section on parasitology by John E. Larsh, Jr., 

University of North Carolina. Also included 
are revisions of earlier material, a rewriting of 
the material on morphology and reproduction 
(12th Edition—1960) of bacteria, 52 new illustrations and 3 full- 

page color plates. Now stocked for Fall classes. 


July 1960 ¢ 1040 Pages 
552 Illustrations ¢ $13.00 


For Sale at all Bookstores or 


APPLETON-CENTURY-CROPTS, INC., 35 W. 32nd St., N. Y. 1, N. Y. 


ANOTHER EXAMPLE OF THE 
EXPANDING KIMBLE LINE... 


KIMAX |FLASKS 


Here are the advantages. 


DURABILITY —theavy uniform walis; heavy beaded 
finish; superior chemical and thermal-shock 


resistance. 
COMPLETENESS — wide range of <hapes; capaci- 
ties from 100 to 12.000 mi 


Kimble Glass Company 
Toledo, Ohio, Box AH-4 

Please send me my trict copy of Catalog 
Supplement SP-64 


INTERCHANGEABILITY — through standard taper 
joints; ball and socket joints: short ring necks 
which take standard stopper sizes. 


INTERWORKABILITY—Attentio 


flasks can be sealed to your present hard glass 
items coefficient of expansion is the same. 


4 Name 
ECONOMY assortabie with other Kimble items | 


for maximum discounts offered oy your tabora- Company. 
tory supply dealer 

Comprenensive Kimbie cataiog supplement SP-64 fee 
tures new flasks and other items; supersedes price list 
SP-23; end ihines catelog SP-$1, SP-5?, 
SP-60 and 


Address. 


City 


Zone State. 


KIMBLE LABORATORY GLASSWARE S -ILLINO IS 


AN (I PRODUCT GENERAL OFFICES + TOLEDO 1, OHIO 
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COMMONWEALTH FUND BOOKS 


Mental HMealtth in the United States 


A FIFTY-YEAR HISTORY 


By Nina Ridenour, Ph.D. In this concise and exciting book, Dr. Ridenour 
tells the story of the mental health movement in this country, with particular 
attention to the beginnings and early developments of its various facets. “Extra- 
ordinarily useful and praiseworthy’—Dr. William C. Menninger. $3.50 


Explorations into the Nature 
of the Living Cell 


By Robert Chambers, Ph.D. and Edward L. Chambers, M.D. Brings to- 
gether a major part of the late Dr. Robert Chambers’ many experimental observa- 
tions of living cells, largely by micromanipulative methods. The book urges 
the conclusion that the cellular biologist must continue to focus his attention on 
the intact living cell and not become overly concerned with the study of dead 
protoplasm. Figures and tables. $7.50 


Congenital Malformations of the Heart 


REVISED EDITION 


By Helen B. Taussig, M.D. The long awaited edition of Dr. Helen B. 
Taussig’s book: 


Volume I. General Considerations, is designed to give the student and 
general practitioner the basic methods of diagnosis of congenital malformations 
of the heart, and of the care of patients. 63 illustrations. $4.75 


Volume Il. Specific Malformations, designed for pediatricians, in- 
ternists, and cardiologists discusses each malformation in detail. This 1,000 
page volume contains 474 illustrations, including a visual index designed to 
show at a glance the essential features of various malformations. $17.50 


Atlas of Extfoliative Cytology 


SUPPLEMENT 2 


By George Nicholas Papanicolaou, M.D. This supplement adds to Papani- 
colaou’s famous Atlas 16 new plates, including three on cancer cells in circulating 
blood together with explanatory text. $5.50 


The original Atlas and the two supplements are available at $29.00 


METABOLIC HOMEOSTASIS SOMATOSENSORY CHANGES AFTER PENETRATING 
A Syllabus For Those Concerned With the Care of BRAIN WOUNDS IN MAN By Semmes, Weinstein, 
Patients By Talbot, Richie, and Crawford. $3.00 Ghent, and Teuber. $4.00 i 
PSYCHOLOGICAL APPRAISAL OF CHILDREN WITH TUBERCULOSIS IN WHITE AND NEGRO CHILDREN ' 
CEREBRAL DEFECTS By Taylor. $4.50 Volume |: Roentgenologic Aspects of the Harriet 
Lane Study By Hardly. $7.50 
VISUAL FIELD DEFECTS AFTER PENETRATING > 
MISSILE WOUNDS OF THE BRAIN By Jeuber, Volume Ii: Epidemiologic Aspects of the Harriet 
Battersby, and Bender. $4.75 Lane Study By Bruiley. $4.50 ' 


[ARVARD UNIVERSITY PRESS 


Cambridge 38, Massachusetts 
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HARVARD BOOKS 


Disease and the Advancement 


of Basie Science 
Edited by Henry K. Beecher, M.D. Based on the celebrated Lowell Lectures 


of 1958, this study shows that certain fundamental scientific advances can be 
made only from the direct study of disease in human patients. Twenty-one dis- 
tinguished physicians and scientists, including Linus Pauling, Alexander G. 
Bearn, Paul Weiss, Carl F. Cori, Frederick J. Stare, and David G. Cogan, discuss 
the problem from the vantage points of their experience and special knowledge. 
44 halftones, 39 linecuts. $12.50 


The Healthy Child 


HIS PHYSICAL, PSYCHOLOGICAL, AND SOCIAL DEVELOPMENT 


Edited by Harold C. Stuart, M.D. and Dane G. Prugh, M.D. Fore- 
word by Martha M. Eliot, M.D. ‘Twenty-two experts provide essential in- 
formation for workers in the fields of education, psychology, nutrition, social 
work, nursing, and public health, considering pregnancy and the child’s develop- 
ment from the fetal period through adolescence. Special emphasis is placed on 
the child as an individual who is changing according to natural laws and inborn 
potentialities. 560 pages, figures. $10.00 


Sensory Deprivation 


A SYMPOSIUM HELD AT HARVARD MEDICAL SCHOOL 


Edited by Philip Solomon, M.D.; Philip E. Kubzansky, Ph.D.; P. Herbert 
Leiderman, M.D.; Jack H. Mendelson, M.D.; Richard Trumbull, Ph.D.; 
and Donald Wexler, M.D. Reports on major research and theoretical specu- 
lation in a new field with immense implications for clinical medicine, public 
health, industry, the elucidation of the phenomenon of “brainwashing,” and the 
physiological problems of space flight. An invaluable source book. 272 pages, 
illustrated. $5.75 


Handbook of Neurological 
Examination and Case Recording 


REVISED EDITION 


By Derek Denny-Brown, M.D. This useful pocket manual, written to in- 
troduce senior students and house officers to standard neurological methods, 
describes a reliable method for taking histories and recording the results of 
neurological examination. In this new edition the sections on apraxia and 
agnosia have been considerably revised. 121 pages, 2 charts. Paper $2.75 


Catalytic Models in Epidemiology 


By Hugo Muench, M.D., Dr.P.H. A new, systematic method of measuring 
infective forees. Dr. Muench provides mathematical models (basically catalytic) 
which describe the results of population exposure to infection (past and present) 
and which allow the researcher to measure exposure by simple means from survey 


data. $4.50 


‘ARD UNIVERSITY \PRESS 


Cambridge 38, Massachusetts 


books for the professional library 


Industrial Hygiene and Toxicology 


In preparation 


Second Revised and Enlarged Edition in Three Volumes 


Volume 1: General Principles 
edited by Frank A. Parry, Director, Industrial Hygiene Department, General 
Motors Corporation 


“The first volume of this new edition is up to date, well documented, and 
carefully edited . . . The book is thoroughly recommended to any individual who 
is looking for a standard reference, comprehensive and readable, relating to 
most general areas of industrial hygiene."—C. M. Berry in American Journal of 
Public Health 

1958 858 pages $18.75 


Volume 2: Toxicology 


edited by Davin W. Fassett, Eastman Kodak Company, Don D. Intsu, Dou 
Chemical Company, and Frank A. Parry 


Volume 3: Industriai Environmental Analysis 


edited by Leste Strverman, Harvard School of Public Health, Boston 


The Chemical Analysis of Air Pollutants 


by Morris B. Jacons, Air Pollution Control Consultant 


“The range of subjects discussed is quite extensive and should cover almost any 
conceivable situation likely to be encountered by an industrial or municipal air 
pollution control officer. The detailed treatment of each subject will allow those 
unfamiliar with chemical analysis to apply the individual methods.”—Ernest E. 
Hvucues in Science 

1960 448 pages $13.50 


Advances in Pest Control Research 


Forthcoming 


edited by Rorert L. Mereare, University of California, Citrus Experiment 
Station, Riverside 


Pest control was formerly an empirical art. It is now in process of becoming 
firmly based on a number of sciences, ranging from insect physiology to the 
engineering study of sprays. This series brings together the most recent ad- 
vances in all phases of the complex applied science of pest control. 


Volume 1: 1957. 522 pages. $12.50 Volume 3: 1960. 456 pages. $14.50 
Volume 2: 1959. 434 pages. $12.50 Volume 4: In preparation 


Instrumental Methods for the Analysis of Food Additives 


Proceedings of a Symposium and Workshop held at the Michigan State University 
Kellog Center for Continuing Education, March 1960 

Sponsored by Food Technology Programs, Michigan State University; National 
Canners Association: American Meat Institute Foundation: Packaging Institute. 
Edited by Wituiam H. Burz and H. J. Norners, Beckmann Instruments, Inc., 
California 


Send today for ON-APPROVAL copies 


INTERSCIENCE PUBLISHERS, INC. 250 Fifth Avenue 


New York 1, N. Y. 
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during hospitalization and 
throughout convalescence 


in the hospital... 

By the time a patient reaches the hospital —what- 
ever his illness—undernourishment is sometimes 
a complicating factor. Sustagen helps such pa- 
tients by supplying a therapeutic diet of carefully 
controlled, essential nutrients.'? It helps promote 
good nutrition and hasten convalescence.! 


Sustagen makes the nursing job easier because 
it is palatable? as a beverage and well tolerated 
by tube.! 


in the home... 
The convalescent at home is more likely to hold 


or increase his nutritional gains with Sustagen. 
Economical and palatable, each glassful adds 390 
calories to the diet, including 23.5 Gm. pro- 
tein, 3.5 Gm. fat, 66.5 Gm. carbohydrate, plus 
important quantities of all essential vitamins 
and minerals. 

references 

(1) Pareira, M. D., Conrad, E. J.; Hicks, W., and Elman, R.: 


J.A.M.A, /56:810-816 (Oct. 30) 1954. (2) Winkelstein, A.: Am. 
J. Gastroenterol, 27:45-52 (Jan.) 1957. a7enet 
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ORDER these books now 
from LITTLE, BROWN 


EPIDEMIOLOGIC Just published, this book recognizes the widening 


horizons of epidemiology and sets down methods by 


METHODS which the distribution of non-infectious as well as 

by MacMahon, Pugh infectious diseases can be most profitably studied. 
d | From the Harvard School of Public Health. 

on 302 pages, $7.50 


New! 67 physicians, mining engineers, physicists, 
PNEUMOCONIOSIS chemists, physiologists, radiologists, and statisticians 


edited by Orenstein cover the origins, pathology and prevention of pneu- 
moconiosis. 632 pages, 150 illus., $22.50 


RECENT ADVANCES This timely new book focuses on the uses of nutri- 
IN HUMAN tion in medical practice and will be of interest to 


NUTRITION physicians and dietitians alike. 
by Brock 466 pages, 35 illus., $11.50 


INDUSTRIAL Also new! “Full of information which will be of 


value to anyone interested in the lung, industry, or 
both . . . a terse, clear and useful book.”--ANNALS 
OF INTERNAL MEDICINE 
by King & Fletcher 273 pages, 98 illus., $8.50 


THE DISEASES OF RECENT ADVANCES IN 
OCCUPATIONS, 2nd ed. PUBLIC HEALTH 
by Donald Hunter by J. L. Burn 
1100 pages, 447 illus., $20.00 370 pages, 54 illus., $10.00 


RECENT ADVANCES IN THRESH'S EXAMINATION OF 
TROPICAL MEDICINE, 3rd ed. WATERS AND WATER 
by N. H. Fairley, A. W. Woodruff, SUPPLIES, 7th ed. 


and J. H. Walters by E. Windle Taylor 
488 pages, |5 illus., $11.00 841 pages, 51 illus., $18.50 


PRINCIPLES OF 
EPIDEMIOLOGY 


by lan Taylor & John Knowelden 
299 pages, 26 illus., $7.00 


34 Beacon Street, Boston 6 


Please send me the following books on 30-day 


FROM approval: 
LITTLE, BROWN EPIDEMIOLOGIC METHODS $7.50 


PNEUMOCONIOSIS $22.50 
(] RECENT ADVANCES IN NUTRITION $11.50 
[|] INDUSTRIAL PULMONARY DISEASES $8.50 


AJPH 4/61 


Name 


Address 
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Sterile Disposable Plated Media 


The RIMSEAL plate is a specially designed, single use plastic Petri dish containing @ sterile BBL culture 
medium, ready for immediate use. Effectively sealed against deterioration by drying, the medium remains ready 
for inoculation even after extended storage. Used RIMSCAL plates are easily and safely disposed of by incinera- 


Just press open with gentle pressure across the cover “reseal with gentle pressure on the cover. The exclusiv2 
B-B-L seal keeps media productive, minimizes air contamination, permits R!MSEAL plates to be opened and 
closed repeatedly for examination and selection of colonies. Well adapted to cultivation of fungi, ¥. tvderculosis, 


Brucella, and other organisms which grow slowly. # 


RIMSEAL Sterile Disposable Plated Media eliminate: washing and sterilization of glassware... media preparation 
and testing... costly breskage and handling... tapes, rubber bands, or other cumbersome sealers. 


RIMSEAL plates are available through your B-B-L Distributor in a large variety of media. Literature will be supplied on request. 


A Division of Becton, Dickinson and Company 


| B BALTIMORE BIOLOGICAL LABORATORY, INC. Baltimore 18, Maryland 


Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


0-0-4 AMD RIMSEAL ARE TRADEMARKS OF BALTIMORE BIOLOGICAL LABORATORY, INC. 


tion. Medium identification on cover of every RIMSEAL plate. 
| 
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NEW 
OKS 


1. HUMAN ECOLOGY AND HEALTH, An introduction for Administrators 


by EDWARD S. ROGERS, M.D., M.P.H., Professor of Public Health and Medical 
Administration, School of Public Health, University of California (Berkeley). 

An ecologic approach to understanding the trends and patterns of today's health 
needs and health services responsive to them. 


DESCRIPTIVE DATA — Part |. Demographic Background; Part Il. The Health Status 
of the Population of the U.S. ANALYSIS — Part Ill. An Ecologic Approach to the 
Concept of Health and Iliness. SUPPLEMENTARY READINGS — Part IV. Readings 
and Related Tables (from outstanding writers on public health and related fields). 

price, $7.75 


MEDICAL ENTOMOLOGY, New Sth csition 


by WILLIAM B. HERMS, Sc.D., Late Professor of Parasitology, Emeritus, University of 
California; revised by MAURICE T. JAMES, Ph.D., Professor of Entomology, 
Washington State University. 

The new, revised, and completely rewritten edition of a book the Journal of the 
American Medical Association called, ‘'...an authoritative guide to the practical 
application of entomology.” 


FEATURES NEW MATERIAL ON: Morphological parts * Mosquito abatement ® Resist- 
ance to insecticides * Basic physiology and genetics of resistance * Bionomics of 
medically important arthropods ® Modern control methods * Use of systemic insec- 
ticides ® Mosquito-borne encephalitides ® etc. New anatomical material enhances 
the value of the text, particularly in application to laboratory work. 


price, $12.50 


Os MANUAL OF CARE FOR THE DISABLED PATIENT 


by ARTHUR J. HEATHER, M.D., Medical Director of the Eugene du Pont Memorial 
Hospital, Wilmington, Delaware. 
Essential to everyone involved in the care and rehabilitation of disabled persons. 


THE MANUAL COVERS: The hemiplegic patient * Voluntary control of urination ® 
The neurogenic bladder (cord bladder) * Urinary complications and bladder train- 
ing * Decubitus ulcers (pressure sores) * Bowel training * Nutritional problems 
of the severely disabled * The arthritides *© Osteoporosis ® and prosthetics. 


price, $3.75 


The Macmillan Company 


60 FIFTH AVENUE, NEW YORK 11, N.Y. 
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In Egypt and England 
Mexico and Missouri 
India and South Africa 


evidence favors 


Furoxone 


§ rand of furazolidone 


for bacterial diarrheas* 


e swiftly relieves symptoms @ succeeds where others fail against increasingly 
prevalent refractory strains of Staphylococcus, Escherichia, Salmonella and 
Shigella ¢ bactericidal rather than bacteriostatic ¢ side effects negligible @ does not 
encourage monilial or staphylococcal overgrowth @ has not induced significant 
bacterial resistance 


Furoxene Liquid: a pleasant orange-mint flavored suspension containing 
Furoxone 50 mg. per 15 cc., with kaolin and pectin, bottles of 240 cc. 
Furexone Tablets: 100 mg., scored, bottles of 20 and 100. 


Desage: Adults, 100 mg. q.i.d.; children, 5 mg./Kg./day divided in four doses. 
law EATON LABORATORIES 
ey Division of The Norwich Pharmacal Company 


*International bibliography available on request. NORWICH, NEW YORK 
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NEW... for more effective 


VD therapy 
BICILLIN 


New potent treatment usually controls VD infections in males as well as the difficult- 
to-manage infections in the female. BIcILLIN P+ A-B contains procaine penicillin G, 
1,200,000 units, which offers high therapeutic blood levels, and BICILLIN, 1,200,000 
units, which produces long-lasting penicillin blood levels lasting 3-4 weeks. 
Offers these advantages 
. when patient has been treated, only pre- 
therapy contacts need be located and 


checked during the 3-4 week antibiotic pro- 
tective period acquired by the patient 


. may abort early syphilis in mixed infections 


. . ls especially useful in community control of 


acute gonorrhea 


: 
“is 
> 
— 


SINGLE-DOSE DISPOSABLE SYRINGE 
INJECTION 


BICILLIN® P-A-B 


Benzathine Penicillin G and 
Procaine Penicillin G in Aqueous Suspension, Wyeth 


FOR DEEP INTRAMUSCULAR INJECTION ONLY 


Clinical Application. The height and duration of blood 
levels obtainable with Bic1LLiIn P*A*B make this preparation 
suitable for the treatment of many penicillin-susceptible 
infections. Blood concentrations averaged 5.39 units per ml. 
at 3 hours, 0.414 units per ml. at 48 hours, and 0.11 units 
per ml. at 8 days.’ 


Control of Gonorrhea. PeAeB especially 
useful for the community control of acute gonorrhea. 
Clinical evaluation in five VD clinics resulted in failure 
rates within 4 weeks of 2% or less in both sexes. Not only is 
the acute infection cured, but also the BiciLLIN component 
establishes a penicillin protection period of 3 to 4 weeks, 
during which epidemiological contacts may be located and 
brought to treatment. The use of Bicillin Injection for the 
treatment of acute gonorrhea has been reported.**“* 


In gonorrheal compeennene such as arthritis and epididymi- 
tis, a single dose of BiciLtin P*AeB is usually adequate. 


In cases of gonorrhea in which syphilis is also present, ad- 
ministration of penicillin may prevent the appearance of the 
chancre and thus mask the first evidence of syphilis. This is 
not to be falsely construed as benefiting the syphilis. Cases 
with a suspected primary lesion should have darkfield exam- 
inations to verify or exclude syphilis before receiving peni- 
cillin, and blood serology should be done monthly for at 
least 3 months. 


Precautions. Note: Allergic reactions to penicillin 
may occur. The physician should have readily available 
resuscitative drugs for emergency use. BicitLLIn P*A*B should 
not be used in patients sensitive to procaine; a skin test is 
recommended to rule out such sensitivity. If sensitivity 
develops, appropriate measures should be taken. The use of 
antibiotics may result in the overgrowth of non-susceptible 
organisms; therefore, constant observation is essential. 


Deep intramuscular injection in the upper quadrant of the 
buttock is preferred. Care should be taken to avoid accidental 
intravenous administration of penicillin. 


Supplied. Each disposable syringe INJECTION BICILLIN P*AeB 
contains, in a volume of approximately 4 cc., 2,400,000 units 
of penicillin comprising: 1,200,000 units benzathine peni- 
cillin G, and 1,200,000 units procaine penicillin G ina 
stabilized aqueous suspension with 0.09% methylparaben 
and 0.01% propylparaben as preservatives. 


References. 1. Wright, W.W.; Welch, H.; Wilner, J., and 
Roberts, E.F.: Body fluid concentrations of penicillin follow- 
ing intramuscular injection of single doses of benzathine 
penicillin G, and/or procaine penicillin G. Antibiotic Med. & 
Clin. Therapy 6:232 (April) 1959. 


2. O’Brien, J.F., and Smith, C.A.: Preliminary evaluation of 
N, N'dibenzylethylenediamine dipenicillin G in acute gonor- 
rhea in the male. Am. J. Syphilis, Gonorrhea, Venereal Dis- 
eases 36:519 (Nov.) 1952. 


3. Hookings, C.E., and Graves, L.M.: Benzathine penicillin 
G bs the control of gonorrhea. Antibiotics Ann. 1956/57 
p. 


4. Takos, M.J.; Elgin, L.W., and Cato, T.E.: Long-acting 
a in gono control. U.S. Public Health Repts. 
2:976 (Nov.) 1957. 


5. Schamberg, I.L.; Kalodner, A., and Lentz, J.W.: Antibiotic 
quarantine of gonorrhea 1. Effect in females. Brit. J. Vene- 
real Diseases 34:24 (March) 1958. 

Although infrequent, adverse reactions to many modern 
drugs may occur. For further information on limitations, 
administration and prescribing of BictLLiIn PeAeB, see 
descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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New Mosby books which can give you a knowledgeable 


understanding of today’s public health problems 


New 4th Edition 


Top COMMUNICABLE AND 
INFECTIOUS DISEASES 


You can gain added assurances of your ability 
to manage any communicable disease problem 
that you may encounter in practice today with the 
significant new information which this book pro- 
vides. This completely redesigned and thoroughly 
rewritten edition strikes right at the heart of the 
health official’s problems by telling you: 

@ How to diagnose, prevent and treat all of the 
infectious and communicable diseases you are 
likely to encounter. This book provides compre- 
hensive, detailed discussions of some 67 diseases 
including those of childhood. 

@ How to recognize, identify and differentiate be- 
tween the newly isolated and resistant strains of 
viruses and bacterial agents. This edition has new 
chapters on adenoviruses and enteroviruses. 

@ How to institute and maintain programs of vac- 
cination and innoculation. The authors clearly 
spell out the clinical methods including techniques 
and dosages for the administration of available 
vaccines and innoculations. 

@ How to apply the latest drug therapies for 
infectious and communicable diseases. 

@ How to prevent spread of diseases for which no 
vaccination or innoculation is yet available. 

@ How to control an epidemic. 

@ How to recommend and establish regulations for 
the reporting, control and isolation of commu- 
nicable disease cases. 

®@ How to find information quickly. It is one of 
the best organized medical books in print. 

by FRANKLIN H. TOP, A.B. M.D M.P 


D., -H., F.A.C.P., 
A.P.H.A. with 21 collaborators. 1960, 4th edition, 812 
pages, 6%” x 9%4”, 122 figures, 15 color plates. Price, $20.00. 


3rd Edition Hanlon 


PRINCIPLES OF PUBLIC 
HEALTH ADMINISTRATION 


This new 3rd edition is unparalleled for the 
wealth of practical and complete information it 
contains on the broad aspects of public health 
administration. Completely revised and updated 
by its experienced and respected author, John J. 
Hanlon, M.D., this new edition carefully explains 
how to handle all of the behavioral, social, legal, 
administrative and organizational aspects in the 
most efficient manner possible. 


By JOHN J. HANLON, M.S., M.D., M.P.H. 1960, 3rd 
edition. 714 pages, 6%" x 9%" illustrated. Price, $10.50. 


Order on 30 Day Approval from 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Mo. 


Other Mosby books to help 
you solve specific problems 


REHABILITATION MEDICINE 


A comprehensive presentation of 
basic rehabilitation procedures 
correlated with specific problems 
such as cancer, pulmonary prob- 
lems, paraplegia, etc. 

By HOWARD A. RUSK, M.D. and 36 


collaborators. 1958, 572 pages. 
Price, $12.00 


THE CARE OF THE 
GERIATRIC PATIENT 


A concise, up-to-date guide to 
virtually all that is known about 
the practical, comprehensive care 
of older people. 


Edited by E. V. COWDRY, Ph.D., Sc.D. 
(Hon.) with 22 contributors. 1958, 438 
pages. Price, $8.00 


GERIATRIC NURSING 


The only complete and modern 
book on geriatric care written for 
the nurse. 


By KATHLEEN NEWTON, R.N., M.A. 
1960, 3rd edition, 483 pages, 47 illustra- 
tions. Price, $6.50 


CHRONIC ILLNESS 


A constructive guide to help you 
review your program of care for 
the chronically ill and to help you 


- plan improvements. 


By THEDA L. WATERMAN, R.N., B.S., 
M.P.H. and VALORUS F. LANG, MS., 
M.D., F.A.C.P. 1955, 343 pages. 

Price, $4.90 
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just one tablet of Midicel 
provides continuous, effective 
blood levels for 24 h: urs 


Because many patients need take only : tablet daily, therapy with 
MIDICEL is convenient and economical. It is also advantageous 
since the possibility of omitted doses is reduced. Rapidly 
absorbed and slowly excreted, MIDICEL assures dependable bac- 
teriostatic action in urinary tract infections, certain respiratory 
infections, bacillary dysenteries, as well as surgical and soft- 
tissue infections caused by sulfonamide-sensitive organisms. 
And with MIDICEL, there is little likelihood of crystalluria because 
of its high solubility and low dosage. 


MIDICEL (sulfamethoxypyridazine, Parke-Davis), 3-sulfanilamido- 
6-methoxypyridazine. Tablets of 0.5 Gm.; Suspension, each cc. 
containing 50 mg. of sulfamethoxypyridazine as the N'-acety! 
derivative. /ndications: Gram-negative and gram-positive infec- 
tions such as urinary tract, respiratory, and soft-tissue infections 
and bacillary dysenteries. Dosage; Orally once a day until 
asymptomatic for 48 to 72 hours. Adults:—1 Gm. initially, fol- 
lowed by 0.5 Gm. daily thereafter or 1 Gm. every other day. In 
severe infections, not to exceed 2 Gm. the first day, then 0.5 
to 1.5 Gm. daily according to weight of patient and severity of 


and for children...Midicel Acetyl Suspension (N' acetyl sulfamethoxypy- 
ridazine,Parke-Davis) - delicious butterscotch flavor - only one dose aday 


RELEASE 
PATIENT 


infection. Children: —30 mg. perm tir day, then 15 mg. 
per Kg. daily. In severe infections, up to 50 mg. per Kg. initially, 
then 25 mg. per Kg. daily. Total dose in children, however, should 
not exceed lower dosage limits for adults. Precautions; Con- 
tinue daily doses higher than 0.5 Gm. no longer than three to 
five days without checking for blood levels above therapeutic 
range. Maintain adequate fluid. intake during therapy and for 
48 to 72 hours afterward. Until further definitive information is 
available, MIDICEL, in common with all sulfonamides, is contra- 
indicated in the premature and newbora infant. Contraindicated 
in patients with a history of sulfa sensitivity. MIDICEL is not 
recommended for meningococcal infections. Side Effects: 
Anorexia and lassitude may occur as may reactions such as drug 
fever, rash, and headache, all of which are indications for dis- 
continuing the drug. Leukopenia has been reported. Periodic 
blood counts are advised. Patients with impaired renal function 
should be followed closely since excessive accumulation may 
occur. AVAILABLE: Quarter-scored tablets of 0.5 Gm., bottles of 
24, 100, and 1,000. 


6006) 


yridazine, Parke-Davis) 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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*... one of the outstanding science histories of our time.” 


A HISTORY 
OF 
PUBLIC HEALTH 


by 


George Rosen, M.D., M.PH., Ph.D. 
Professor of Health Education, School of Public Health and Administrative Medicine, 
Columbia University 


A bes distinguished book presents a comprehensive history of the development 
of public health concepts and practices, from their origins in Classical Greece 
to the present time. The author takes a broad view of this complex subject, eluci- 
dating the social, economic, cultural, and practical forces inherent in the constantly 
changing public health patterns. 


A HISTORY OF PUBLIC HEALTH is international in scope and empha- 
sizes the public health problems and practices in the major countries of the modern 
world. A few of the many timely and important topics covered in this highly 
readable volume are: disease prevalence, maternal and child health, epidemio- 
logical theory, nutrition, occupational health, public health administration, and 
current innovations in public health practices. Other notable features are separate 
listings of public health periodicals, public health societies, and schools specializing 
in public health. 551 pages | Cloth Bound | $5.75 


MD puBLICATIONS, INC. / 30 East 60th Street / New York 22, N.Y. 


VOL. 51, NO. 4, A.J.P.H. 
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Standard Methods 


For the Examination of Water and Wastewater 
Eleventh Edition 


Formerly titled Standard Methods for the Examination of Water, Sewage and 
Industrial Wastes, the 11th Edition brings up to date this classic of public health 
laboratory procedures. All methods have been modified to reflect new knowledge 
and practice, new procedures have been added, several major sections have been 
reorganized and two new Parts have been included. Illustrations have been redrawn 
and several added. The membrane filter technic has been included as an alternate 
method. Special plates have been drawn to illustrate significant plankton. The 
discussion of statistical treatment of data has been amplified. The total length of 
the volume has been increased from 522 pages to approximately 648 pages. 

As in past editions, the 11th has been prepared jointly by the American Public 
Health Association, American Water Works Association and Water Pollution Con- 
trol Federation. The text is divided into 9 parts: 

I. Physical and Chemical Examination of Natural and Treated Waters in 
the Absence of Gross Pollution. 
II. Physical and Chemical Examination of Sewage, Treatment Plant Effluents 
and Polluted Waters. 
III. Physical and Chemical Examination of Industrial Wastes. 


IV. Physical and Chemical Examination of Sludge and Bottom Sediments in 
Sewage Treatment Processes and in Polluted Rivers, Lakes and Estuaries. 


V. Methods for Radiological Examination of Water and Wastes. 
VI. Bioassay Methods for the Examination of Acute Toxicity of Industrial 
Wastes and Other Substances to Fish. 
VII. Routine Bacteriologic Examination of Water to Determine Its Sanitary 
Quality. 
VIII. Methods for Detection and Isolation of Iron and Sulfur Bacteria. 
IX. Biologic Examination of Water, Sewage Sludge and Bottom Materials. 


Price: $10.—Special price to members if cash is sent with order, $8. Such orders 
should be sent to the organization of membership for verification. 


650 pp. 1960 $10, List Price 


Published by: 
The American Public Health Association, Inc. 
1790 Broadway New York 19, N. Y. 


American Public Health Association, Inc. 
1790 Broadway 
New York 19, N. Y. 


Please send to me at the address given below .......... copies of the Eleventh Edition, 
Standard Methods for the Examination of Water and Wastewater. 
I am a member of the American Public Health Association: .... I enclose $8. per copy. 


...«.« Please bill me $10.00 per copy. 
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BOOKS OF PROFESSIONAL INTEREST 
IN FAMILY PLANNING 


; by Lee Rainwater, Ph.D., and Karol Kane Wein- 
And The Poor Get Children stein. Chicago: Quadrangle Books, 1960. 190 pp. 
$3.95 


Report of a study conducted for the Planned Parenthood Federation of America on contra- 
ceptive and sexual attitudes and behavior among working class couples 


“Must reading for all interested in understanding the conduct and thought of that part of 
the population often referred to as ‘the lower classes... . . Without question the most in- 
sightful and useful work I have seen on the subject.”’--PHILIP HAUSER, Professor of 
Sociology, University of Chicago. 


PEOPLE! Challenge To Survival by William Vogt, Sc.D. New York: William Sloane 


Associates 1969. 157 pp. $4.50 


PPFA’s National Director examines the population crisis and sums up the case for an urgent 
program of birth control throughout the world. By the author of the best-selling and prophetic 
“Road to Survival.” 

In ‘People!’ Vogt has written a strong and swiftly paced summary of his thoughts and 
observations—-which must lead every reader to stop and think. And he is concerned with a 
problem that every citizen should think about”-- MARSTON BATES, Ph.D., in The New York 
Times Book Review 


edited by Mary S. Calderone, M.D., M.S.P.H., New 
Abortion In The United States York: Hoeber—Harper, 1958. 250 pp. $5.50 


The proceedings of a unique Arden House conference of 40 experts in many fields concerned 
with abortion. Sponsored by the PPFA and with an introduction by M. F. Ashley Montagu 


Clearly written and at times brutally frank. Physicians, sociologists, religious leaders 
educators, lawyers, public health officials and the entire public need to be made aware of 
what is going on. . . .’—-J. WHITRIDGE, Jr., M.D., in The American Journal of Public 
Health. 


Babies By Choice or by Alan F. Guttmacher, M.D. New York: Double- 
J . By hance day & Co., 1959. 280 pp. $3.95 


Covers birth control, infertility, abortion, artificial insemination, sterilization and the very 
lively subject of contraceptive service in public health programs. Dr. Guttmacher, Chief of 
Obstetrics & Gynecology at New York's Mt. Sinai Hospital, is chairman of PPFA’s National 
Medical Committee. 

Crammed with basic medical facts and thought-provoking philosophic discussion Re- 
gardless of one’s personal religious or moral convictions, the book will be mentally stimulating.’ 


W. BENSON HARER, M_D., in The Pennsylvania Medica! Journal 


Releas ? 4 by Mary S. Calderone, M.D., M.S.P.H., New York: 
e From Sexual Tensions Random House, 1960. 238 pp. $4.95 


Builds a sound approach for clarifying attitudes about sex. By PPFA’s Medical Director 
Recommended by marriage counselors, clergymen, phychiatrists and gynecologists 


“ 


A mature book by an experienced author . . . ranges from ‘early sex education and ex- 
perience’ via the many facets of married life to ‘divorced or widowed’ . . . The book is pre- 
ventive medicine by the written word at its very best."--BRUNO GEBHARD, M_D., in The 
American Journal of Public Health 


available from your bookseller or 


THE PLANNED PARENTHOOD FEDERATION OF AMERICA, INC. 
501 MADISON AVENUE, NEW YORK 22 
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Check these SAUNDERS BOOKS 


for your professional library! 


V Johnstone & Miller — Occupational Diseases 
and Industrial Medicine 


By Rurnerronn T. Jounstone, M.D., Consultant in Industrial Medicine, Clinical Professor of Pre- 
ventive Medicine and Public Health, and Clinical Professor of Medicine, University of California, 
Los Angeles; and Sewarp E. Muster, M.D., Director, Institute of Industrial Health, Professor of 
Medicine, Medical School, Professor of Industrial Health, School of Public Health, University of 
Michigan. 482 pages, illustrated. $12.00. New—-Published September, 1960. 


V Anderson & Browe — Nutrition and Family Health Service 


By Linnea Anpenson, Assistant Professor of Nutrition, School of Nursing and College of Home Economics, Syracuse 
University, formerly Nutrition Consultant, Michigan Department of Health: and Joun H. Brower, M.D., Director. 


Bureau of Nutrition, New York State Department of Health. 287 pages, illustrated. $5.00. 
New—Published October, 1960 


V  Smolensky & Haar — Principles of Community Health 


By Jack Smorensky, M.P.H., Ed.D., Associate Professor of Health Education, Department of Health and Hygiene, 
San Jose College, San Jose, California; and Franxun B. Haar, Ph.D., Professor of Health Education, School of 
Health and Physical Education, University of Oregon. 352 pages, illustrated. About $6.00. eu ust Ready 


¥ Mayo Clinic Diet Manual 


By the Committee on Dietetics of the Mayo Clinic. About 276 pages, wire binding New—Ready in May 


V Krause — Food, Nutrition and Diet Therapy 


By Mane V. Krause, B.S., M.S., formerly Dietitian in Charge of Nutrition Clinic and Associate Director of Educa 
tion, Department of Nutrition, New York Hospital; Therapeutic Dietitian and Instructor in Dietetics, Mount Sinai 
Hospital, Philadelphia. 716 pages, 169 illustrations. About $6.75. New (3rd) Edition—Just Ready 


¥ Byrd — Health 


By Ottver E. Bran, M.D., Ed.D., Director, Department of Health Education, University of Connecticut. About 496 


pages, illustrated. New (3d) Edition—Ready in May 


¥ Freeman & Holmes — Administration of Public Health Services 


By Rutw B. Freeman, R.N.. B.S., M.A., Ed.D., Associate Professor of Public Health Administration and Head of 
Division of Public Health Nursing, Johns Hopkins University School of Hygiene and Public Health: and Eowarp M 
Houmes, Je., M.D., M.P.H., Professor of Community Medicine, Medical College of Virginia. 507 pages, illustrated 
$6.75. Published April, 1960 


V_ Hilleboe & Larimore — Preventive Medicine 


Edited by Henman E. Hittesor, M.D., Commissioner of Health, State of New York, Department of Health, Albany 
and Granvitte W. Lanimone, M.D., Deputy Commissioner of Health, State of New York, Department of Health 
Albany 731 pages, illustrated. $12.00. Published May, 1959 


V Hunter, Frye & Swartzwelder—Manual of Tropical Medicine 


By Geonce W. Hunter, Hl, Ph.D., Col. U.S.A. (Ret.), Lecturer in Microbiology and Biological Sciences, College 
of Medicine, University of Florida, Gainesville; Wiuam W. Fave, Ph.D., M.D., Professor of Tropical Medicine 
Dean, School of Medicine and Vice President, Louisiana State University, New Orleans; and J. Crvpe Swartzwetper, 


Ph.D., Head, Department of Tropical Medicine and Medical Parasitology, Louisiana State University, School of 
1960 


Medicine 892 pages, 310 illustrations. $15.00. Third Edition--Published April, 


For more information on any of these titles, 
write directly to: 


W. B. SAUNDERS COMPANY 
West Washington Square Philadelphia 5 
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ptunouncing 
a new dictionary 
for health workers 


OUTSTANDING FEATURES 


this 


reference 


the most-used, 
on your desk. 


that will be 


useful 


as*: 7e 
most 


@ Here is a compact dictionary for health 
workers. 


@ Definitions clear, concise in- 


formative. 


are 


@ Terms constitute a working knowledge 
of an accepted medical vocabulary. 
and carefully 


@ Illustrations ample 


chosen. 


are 


A useful appendix is uniquely compiled 
from numerous sources not readily 
available. 


@ And, finally, the authors are revisors of 
several editions of the authoritative 
Stedman’s Medical Dictionary. 


THE PUTNAM MEDICAL DICTIONARY 


by NORMAN BURKE TAYLOR, V.D., M.D., F.R.S. 
M.R.C:S. 


(Edinburgh), F.R.C.P. (Canada), 

don), 

fessor of the History of Medicine, 
and 


Lt. Col, ALLEN ELLSWORTH 
Classical Master, St. 


933 pages 4Y%.x7 

Also included in this dictionary edited for use in the home, 
in the office, in the hospital, and for convenience at the 
desk is an APPENDIX containing these sections: Abbre- 
viations and Symbols; Anatomic Tables; Atomic Weights 
Chart; Communicable Disease Charts; Comparative Tem- 
perature Scales; Dietary Lists and Tables; Disinfection 
and Sterilization Charts; Lists of Immunizations for Inter- 
national Travel; Medical and Associated Practitioner List- 
ings; Medical Gases; Normal Range of Values for Labora- 
tory Tests; Poisons and Antidotes Chart; Pregnancy: 
Tests and Labor Chart; Prefixes and Suffixes; Weight- 
Height-Age Tables; and Weights and Measures: Apothe- 


cary, Metric, Equivalents and Linear Measure. 


Pay No Money Now—Order Your Copy Today 
Examine It For 10 Days ... Then Decide That 
Here Is A Real Value For Only $4.95 


APRIL, 1961 


Andrews College. 


formerly Professor of Physiology, 
University of Western Ontario; 


TAYLOR, 


Publishers 


(Canada), F.R.C.S. 
(England), L.R.C.P. (Lon- 


University of Toronto, and Pro- 


D.S.0., M.A., formerly 


$4.95 


illustrated 


of TUBERCULOSIS PREVENTION AND 


CONTROL, by H. W. Hetherington and Fannie W. 


Eshleman; 
CABLE DISEASE, by Morris Greenber 
Vv. Matz; THE NURSE 
PROGRAM, by Pearl Parvin 
PROFESSIONAL EDUCATIO 
Glothlin; 


MODERN CONCEPTS OF COMMUNI- 
and Anna 
IN THE PUBLIC HEALTH 
PATTERNS OF 
by William J. Me- 


and SOCIETY AND HEALTH, by Walter 


E. Boek and Jean K. B 


To: G. P. PUTNAM'S SONS 


200 Madison Avenue, New York 16, N. Y. 


‘ 

‘ 

Send me on approval for examination a copy ! 
of THE PUTNAM MEDICAL DICTIONARY at } 
$4.95. We pay postage on orders accompanied ! 
by remittance, same return privilege. : 

NAME (Print) re 


ADDRESS 


. STATE 


Check enclosed 
AJPH 461 ‘ 


CITY ZONE 


Bill me 0 
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HOW CAN THE FULL POTENTIAL 
OF ORAL THERAPY BE REALIZED? 


Diabinese’ 


BRAND OF CHLORPROPAMIDE 


most likely to succeed 


IN B. 


DIAI 
smoot 
perm. 
once-i 
works 
satisf 
INDI 


litus ¢ 
ketoti 


| patie 


The superior effectiveness of chlorpropamide (DIABINESE) 
is indicated not only by its success in many of the patients 
in whom tolbutamide has failed.’ but also by its ability to 
maintain effective control even when carbohydrate intake is 
increased because ofa more liberal diet? Underscoring this su- 
periority in oral therapy, Hamwi and Skillman’ observe that 
in diabetics suitable for sulfonylurea therapy, DIABINESEwith 
its more constant blood levels and slower degradation would 
appear to be the choice in patients predictably less likely to 
respond because of a clinically more severe state of diabetes.” 


1. Editorial (A.A.A.) New York J. Med. 59:4130, 1959. 2. Bloch, J., and Lenhardt, A.: Ann. New York Acad. 
Se. 74:954, 1959. 3. Hamwi, G. J., and Skillman, T. G.: Postgrad. Med. 27 :687, 1960. 


FOR MAXIMAL ASSURANCE OF CONTINUOUS BLOOD- 
SUGAR CONTROL WITH ORAL THERAPY— DIABINESE 
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lo realize the full potential of oral therapy 


fo replace or reduce insulin dosage 


to ensure control where diet alone has failed 


IN BRIEF \ 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar 
permitting economy and simplicity of low, 
once-a-day dosage. Moreover, DIABINESE often 
works where other agents have failed to give 


satisfactory control. 


INDICATIONS: Uncomplicated diabetes mel- 
litus of stable, mild or moderately severe non- 
ketotic, maturity-onset type. Certain “‘brittle’’ 
patients may be helped to smoother control 
with reduced insulin requirements. 


ADMINISTRATION AND DOSAGE: 
Familiarity with criteria for patient selection, 
continued close medical supervision, and ob- 
servance by the patient of good dietary and 
hygienic habits are essential. 


Like insulin, DIABINESE dosage must be regu- 
lated to individual patient requirements. Aver- 
age maintenance dosage is 100-500 mg. daily. 
For most patients the recommended starting 
dose is 250 mg. given once daily. Geriatric 
patients should be started on 100-125 mg. daily. 
A priming dose is not necessary and should 
not be used; most patients should be main- 
tained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 
initiating therapy, consult complete dosage 
information. 

SIDE EFFECTS: In the main, side effects, 
e.g., hypoglycemia, gastrointestinal intoler- 
ance, and neurologic reactions, are related to 
dosage. They are not encountered frequently 


Science for the world’s well-being “ Pfizer 


on presently recommended low dosage. There 
have been, however, occasional cases of jaun- 
dice and skin eruptions primarily due to drug 
sensitivity; other side effects which may be 
idiosyneratie are occasional diarrhea (some- 
times sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within 
the first six weeks of therapy, a time when the 
patient is under very close supervision, they 
may be readily detected. Should sensitivity 
reactions be detected, DIABINESE should be dis- 
continued. 

PRECAUTIONS AND CONTRAINDICA- 
TIONS: lf hypoglycemia is encountered, the 
patient must be observed and treated con- 
tinuously as necessary, usually 3-5 days, since 
DIABINESE is not significantly metabolized and 
is excreted slowly. DIABINESE as the sole agent 
is not indicated in juvenile diabetes mellitus 
and unstable or severely ‘‘brittle’’ diabetes 
mellitus of the adult type. Contraindicated in 
patients with hepatic dysfunction and in dia- 
betes complicated by ketosis, acidosis, diabetic 
coma, fever, severe trauma, gangrene, Ray- 
naud’s disease, or severe impairment of renal 
or thyroid function. DIABINESE may prolong the 
activity of barbiturates. An effect like that of 
disulfiram has been noted when patients on 
DIABINESE drink alcoholic beverages. 
SUPPLIED: As 100 mg. and 250 mg. scored 
chlorpropamide tablets. 


More d‘ailed professional information avail- 
able on request. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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SPRINGER books for 
quick reference 


Drugs and drug names 

C2 Drugs in Current Use 1961 

By WALTER MODELL, M.D., Cornell Univer- 
sity Medical College 

Over 2700 entries. Drug descriptions and trade 


names in convenient alphabetical order. Handiest 
drug book you can own. 160 pages, only $2.25 


Diets and nutritional information for the sick 


C) Essentials of Therapeutic Nutrition 

By SOLOMON GARB, M.D., Albany Medical 
College 

To check your facts, to modify diets, to teach 
the public—written for all those who are not 
dietitians. 160 pages—text and tables, only $2.25 


Handbook for home care 
-) Care of the Patient with a Stroke 


By GENEVIEVE W. SMITH, R.N., M.A., Arch 
Cape, Oregon 

What to do and what to say to reach maximum 
restitution of stroke patients, physically and 
psychologically. 160 pages, 65 figures, $2.75 


Lab tests explained for non-lab workers 

O\Laboratory Tests in Common Use, 
2nd Ed. 

By SOLOMON GARB, M.D 

The purpose of 130 clinical tests commonly 


ordered by doctors Including normal ranges. 
Text and tables 186 pages, $2.50 


Only text on subject 


Occupational Health Nursing 


By MARY LOUISE BROWN, M.A., R.N., Yale 
University School of Nursing 


Applies public health principles and adapts 
nursing practice to the health needs of workers. 
Sets a standard against which the nurse can 
measure her program and performance. 

288 pages, $4.50 


The all-important first steps 
-) Nurses Can Give and Teach 
Rehabilitation 


By MILDRED J. ALLGIRE, R.N., R.P.T., 
and RUTH R. DENNEY, R.N., R.P.T., In- 
diana Department of Public Welfare 

Restorative nursing of the chronically sick and 
injured as the nurse must know it, as the layman 
can be taught to do it. 61 pages, 35 illus., $1.25 


Please send the books checked 


Nome 


Address 
> 


Payment for $ enclosed. 
Posttree. Add 3% sales tax in N.Y.C. 


Mail to Dept. |PH4 


— 


Publishing Company, Inc. 
© 44 East 23rd Street, New York 10, N. Y. 
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Wee BOOKS 


RADIOACTIVE 
WASTES 


Their Treatment and Disposal 
Edited by J. C. Couns, University 
of Manchester. Covers in detail the 
implications of radioactivity for 
water supply and waste water dis- 
posal as well as for radioactive 
wastes themselves. It has been de- 
signed to appeal to a wide range of 
professionals in the public health 
field. 

The first half treats the principles 
that must be understood for dealing 
safely and effectively with radioac- 
tive materials. The second half 
covers specific methods of treatment 
and disposal of liquid, solid, and 
gaseous wastes, and includes valua- 
ble information gained from labora- 
tory work and treatment plants. 


1961. In Press 


ESSENTIALS OF 
HEALTHIER LIVING 


By Justus J. Scutrreres, Ph.D., 
Director, Health Education Coun- 
cu. Based on a nationwide survey 
to show what a realistic book on 
health should include. “This is not 
a rewrite of the larger Healthier 
Living, but a complete new book 
in its own right written from 
scratch, it cuts a neater, trimmer 
figure.” It covers five major areas: 
1) personal health including nutri- 
tion; 2) family living; 3) mental 
health; 4) personal and community 
health hazards (disease and acci- 
dents); 5) community health. In- 
cludes a wealth of new material such 
as the “Essential Four” food guide 
developed by the USDA, and a cata- 
log of human ailments. 

1960. 335 pages. $5.50 


Send now for your on-approval copies 


JOHN WILEY & SONS, Inc. 
440 Park Ave. South, New York 16, N. Y. 
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Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viociN is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision ef the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manifestations 
of streptomycin and viOCIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


suPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 
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The Control of Malnutrition in Man 


For the first time condensed discussions of the major malnutrition con- 
ditions affecting man are now available in one compact, pocket-size paper 
backed volume. Designed as a companion guide to The Control of Com- 
municable Diseases in Man, thirty different “diseases” are treated under a 


general pattern including: 
Identification—clinical and laboratory 
Etiology 


Occurrence, both as to age and sex, and geo- 
graphical distribution 


Methods of Control—prevention and _treat- 
ment 

The text is divided into 5 Sections, which include besides an Introduction: 

Protein and Caloric Malnutrition 

Vitamin Deficiencies 

Mineral Deficiencies 

Other Factors 
Presentation of the material is such as to make the guide particularly useful 
to health officers, public health nurses, and food and nutrition consultants. 


It should be a valuable supplement to the practicing physician. 


Chapters written by world authorities from 6 different countries; 26 col- 
laborators, W. Henry Sebrell, Jr., M.D., chairman. 


Published by: 
AMERICAN PUBLIC HEALTH ASSOCIATION, INC. 
1790 Broadway New York 19, N. Y. 
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Can 

a plumber 
do a 

day’s work 
on 1200 
calories? 


The answer, of course, is “not for 
long.” For example, following 
diagnosis of diabetes, a 44-year- 
old plumber (5’8” and weighing 
147 lb.) had been put on a 1200- 
calorie diet to control glycosuria. 
When referred six months later, 
he had not been spilling sugar, 
but had lost 25 pounds and de- 
veloped progressive fatigability. 
Orinase, 0.5 Gm./day, was pre- 
scribed andhis diet was increased 
to 2800 calories to meet metabolic 
demands (125 Gm. protein; 300 
Gm. carbohydrate; 125 Gm. fat). 
Follow-up visits showed this 
progress: 


3 mo. Urineand blood sugar o.k. ; 
weight gain: 28 lb. Can 
work normally, feels gen- 
erally well. 

6 mo. Weight constant, control 
constant, no complaints. 

12 mo. Same. 

18 mo. Same. 

24 mo. Same. 

Diet-controlled diabetics who 
are underweight, tire easily, or 
have increased nutritional needs 
may merely be “getting by” on 
dietotherapy alone. These pa- 
tients —and others who experi- 
ence transient weakness or 
listlessness—can often be returned 
to near-normal activity by giving 
Orinase together with a more 
adequate diet. Orinase control of 
diabetes is notably smooth and 
stable; patients report a greater 
sense of well-being, an improved 
mood and outlook. 


Case data courtesy Henry Dolger, M.D. 
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Publications of interest to the public health worker . . . 


COMMUNICABLE DISEASES 
Alston & Broom: LEPTOSPIROSIS IN MAN AND ANIMALS 


1958 7 380 pp., 10 figs., 30 pls. ° $8.50 
Davey: BLACKLOCK & SOUTHWELL’S GUIDE TO HUMAN PARA- 
SITOLOGY, 6th ed. 

1958 ° 230 pp., 119 figs. ° $7.00 


Elek: STAPHYLOCOCCUS PYOGENES AND ITS RELATION TO DIS- 
EASE 

1959 ° 775 pp., 81 figs. ° $15.00 
MacFarlane: SHORT SYNOPSIS OF HUMAN PROTOZOOLOGY AND 
HELMINTHOLOGY 


1959 7 260 pp., 125 figs., 56 col. pls. o $7.50 
Morris: USES OF EPIDEMIOLOGY 
1957 ° 144 pp., 7 figs. ° $4.00 
Rhodes & Van Rooyen: TEXTBOOK OF VIROLOGY, 3rd ed. 
1958 . 659 pp., 81 figs. ° $10.00 
STEREOSCOPIC MANUAL OF VENEREAL DISEASE 
1956 ° 40 pp., 98 full-color, 3-dimensional views on 
14 View-Master© Reels, spiral bound ° $15.00 
° Model D Viewer for above ° $6.95 
Watson: MEDICAL 
1960 498 pp., 62 figs. . $15.50 


HEALTH STATISTICS 
MacQueen: A STUDY OF HOME ACCIDENTS IN ABERDEEN 


1960 ° 108 pp., 10 figs, ° $3.50 
Swaroop: INTRODUCTION TO HEALTH STATISTICS 
1960 362 pp., 34 figs. $8.50 


POISON CONTROL 


Bensley & Joron: HANDBOOK OF TREATMENT OF ACUTE POISON- 
ING, 2nd ed. 


1958 ° 224 pp. . $4.00 
Fairhall: INDUSTRIAL TOXICOLOGY, 2nd ed. 
1957 388 pp. $10.00 
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POISON CONTROL 


Gleason, Gosselin & Hodge: CLINICAL TOXICOLOGY OF COMMER- 


CIAL PRODUCTS (HOME AND FARM) 
1957 ° 1160 pp., plus suppl. 1959, 76 pp. ° $16.00 


TROPICAL MEDICINE 
AMERICAN JOURNAL OF TROPICAL MEDICINE AND HYGIENE 
Bimonthly, Volume 10 current 1961. Subscription price per year: $10.00 


Benatt: MANUAL OF CHEST CLINIC PRACTICE IN TROPICAL AND 
SUB-TROPICAL COUNTRIES 


1959 108 pp., 8 figs. ° $3.00 
Cochrane: LEPROSY IN THEORY AND PRACTICE 

1958 240 pp., 94 figs. (5 col.) ° $15.00 
Hudson: NON- VENEREAL SYPHILIS 

1958 212 pp., 81 figs. ° $7.00 
fopling: TREATMENT OF TROPICAL DISEASES 

1960 7 202 pp. ° $4.00 
Manson-Bahr: MANSON’ S TROPICAL DISEASES, /5th ed. 

1961 1191 pp., 459 figs., 27 oh. ° $15.00 
Trowell: NON- INFECTIVE DISEASE IN AFRICA 

1961 448 pp., 30 figs. ° $13.00 


Trowell & Jelliffe: DISEASES OF CHILDREN IN TROPICS AND SUB- 
TROPICS 


1958 . 800 pp., 180 figs. . $18.50 
Wilkie: JORDAN'S TROPIC AL HYGIENE AND SANITATION, 
1956 416 pp., 122 figs. 
MISCELLANEOUS 


AMERICAN INDUSTRIAL HYGIENE ASSOCIATION JOURNAL 


Bimonthly, Volume 22 current 1961. Subscription price per year: $7.50 


Barton: INSTITUTIONAL NEUROSIS 

1961 ° 56 pp., illus., paper covers ° $2.50 
Davidson, Meiklejohn G Passmore: HUMAN NUTRITION AND DIE- 
TETICS 


1959 ° 856 pp., 73 figs. ° $15.00 
Gunsburg: SOCIAL RE HABILIT ATION OF THE SUBNORMAL 

1960 279 pp., 16 figs., 16 pls. $6.50 
Hopkins & Schulze: PRACTICE OF SANITATION, 3rd ed. 

1958 198 pp., 141 figs. $8.00 
Roberts: TEXTBOOK FOR HEALTH VISITORS 

1960 514 pp., 7 figs., 4 pls. ° $7.50 


THE WILLIAMS & WILKINS COMPANY 
“ann 2, MARYLAND. U.S.A. 
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THE CRISIS 
IN AMERICAN 
MEDICINE 


Paradoxically, American medicine 
is now the best in the world, yet 
millions of Americans are bitterly 
dissatisfied with the medical care 
they are getting. 


Edited by MARION K. SAND- 
ERS, this book is greatly expanded 
from the special supplement to the 
October, 1960 Harper's Magazine 
that unleashed a storm of contro- 
versy throughout the medical pro- 
fession and the public. It probes 
sharply into current practices in 
medical care and education, health 
insurance, research, hospitals, the 
drug industry, psychiatry, eutha- 
nasia and medical politics. Its 
thoughtful suggestions for correc- 
tive action will “serve as a basis 
for informed debate, in which both 
laymen and doctors may take part 
much more freely.” — from the 
Foreword by Fiscuer. 


“An outstanding 
C. MacLean, M.D., Former Com- 
missioner of Hospitals, New York 


City. 
$3.75 at your bookstore or from 


HARPER & BROTHERS, N. Y. 16 


XXXVI 


RONALD books— 


Personality Assessment and Diagnosis— 
A Clinical and Experimental Tech- 
nique, Edward Bennett.......... $8.00 


The Meaning and Measurement of Neu- 
roticism and Anxiety, Raymond B. 
Cattell and Ivan H. Scheier....$12.00 


Schizophrenia—An Integrated Approach, 


School Health—Organization and Serv- 
ices, Clair V. Langton, Ross L. Allen, 
and Philip $6.50 


Stuttering and Personality Dynamics 
Play Therapy, Projective Therapy, 
and Counseling, Albert T. Murphy and 
Ruth M. FitzSimons............. $6.50 


Speech Disorders and Nondirective Ther- 
apy—Client-Centered Counseling and 
Play Therapy, Robert F. Hejna. .$6.50 


Adolescent Aggression—A Study of the 
Influence of Child-Training Practices 
and Family Interrelationships, Albert 
Bandura and Richard H. Walters.$7.50 


Family Guide to Teenage Health, Edward 


$4.50 


Recreation Activities for the Handi- 
capped, Frederick M. Chapman. . .$5.75 


The Diabetie’s Handbook, 2nd Ed., An 
thony M. Sindoni, Jr., M.D....... $5.00 


A Guide to Medical Writing—A Practical 
Manual for Physicians, Dentists, 
Nurses, and Pharmacists, Henry A. 


A Short History of Medicine, Erwin H. 


Mosquitos—Their Bionomics and Rela- 
tion to Disease, William R. Horsfall 
$16.00 


Psychology for the Profession of Nursing, 
Jeanne G. Gilbert and Robert D. Weitz 
$4.50 


Understanding Old Age, Jeanne G. Gil- 


Rehabilitation of the Handicapped A 
Survey of Means and Methods, 
William H. Soden............... $6.50 


Recovery from Aphasia, Joseph M. Wep 


THE RONALD PRESS COMPANY 
15 East 26th St., New York 10 
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Available from 
THE SHOE STRING PRESS, INC. 


Directory of the Medical Library Association, 2nd edition 


Foreword by John F. Fulton, M.D. 1959. $7.00 
; This handbook of the vital statistics of medical libraries will be invaluable 
not only to librarians, medical and otherwise, but also to any one concerned with 
medicine and public health who wants to know the library resources of his area 
and of other sections... .” A.J.P.H 


Our Obstetric Heritage: The Story of Sa, Childbirth 
by Herbert Thoms, M.D. (Publication No. 37, Dep't. of the History of Medicine, 
Yale University) Illus. $4.75 


The Doctors of Yale College 1702-1815 and the Founding of the Medical 
Institution 


by Herbert Thoms, M.D. (Publication No. 39, Dep’t. of the History of Medicine, 
Yale University) Illus. 1960. $6.00 


Prerequisites of Good Teaching and Other Essays 


by Ernest Sachs, M.D. 1954. $2.50 
. This book is recomme ended.” J.A.M.A. 


The Shoe String Press, Inc. 965 Dixwell Ave., Hamden, Conn. 


REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 

Educational Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

Educational and Other Qualifications of Public Health Sanitarians 


Single copies ore available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N.Y. 


APRIL, 1961 
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—A NEW BOOK 
PERSPECTIVES IN VIROLOGY, Volume I! 


edited by Morris Pollard 

University of Texas — Medical Branch 
This book presents the papers and discussions of over 75 internationally recognized 
specialists in the many facets of virology. It explains developments in a specialized 
field to non-specialists. 
Highlights of this volume include: introduction of new evidence on chemically-induced 
mutation of viruses and possible coding of genetic information in viruses; epidemiology 
of viral neoplasms and new concepts of etiology; biochemical aspects of viral replica- 
tion; introduction in honor of Peyton Rous by Charles Oberling in recognition of his 
fiftieth anniversary of the Rous sarcoma and his eightieth birthday; criteria for recogni- 
tion of Oncogenic Viruses in man by a panel of experts. 
Of interest and importance to Public Health personnel, the book provides a bridge of 
understanding from academic investigators to those who will apply the information. 
Available April 1961; 8%2 x 11”; about 215 pages; cloth bound; illustrated; price open 


A LABORATORY GUIDE IN VIROLOGY 

Charles H. Cunningham 

Michigan State University 
This manual has been completely revised to present up-to-date information on cell 
culture, hemadsorption, fluorescent microscopy, neutralization and serology including 
precipitation and diffusion. Equally adaptable for college instructional purposes or 
in-service training of technical staff. 
1960; 82 x 11”; 182 pages; spiral bound; illustrated; $3.25 


order from 


BURGESS PUBLISHING COMPANY 


426 South Sixth Street © Minneapolis 15, Minn. 
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LEA & FEBIGER Books on Public Health 


Rasch and Burke—Kinesiology and Fleming, D’Alonzo and Zapp—Mod- 
Applied Anatomy. 456 pages. 226 ern Occupational Medicine. 587 
illustrations, 18 in color. $7.50. pages. 66 illustrations and 1 plate in 

color. 36 tables. New 2nd edition. $12.00. 


Stimson and Hodes—Manual of the : woh) and Goodhart—Modern Nutri- 
Common Contagious Diseases. 624 tion in Health and Disease. Dieto- 


in color. 10 tables. off edition. Flexible 75 illustrations. 155 tables. 2nd edition. 


binding. $8.50. $18.50. 


MacNeal, Alpers and O’Brien—Man- Joslin—Diabetic Manual for the Pa- 
agement of the Patient with Head- tient. 304 pages, 514” x 734”. 40 illus- 
ache. 145 pages, 51,” x 734”. $3.50. trations and 1 plate in color. 26 tables. 

10th edition. $3.75. 


Stoll—Dental Health Education. 253 
pages. Illustrated. New 2nd edition. 
$5.50. 


Washington 
Square 


LEA & FEBIGER 


Miller—Meat Hygiene. 557 pages. 150 
illustrations, diagrams and tables. 2nd 
edition. $8.50. 


Philadelphia 6, 


Pennsylvania 
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A complete library of psychology 


in one volume— 


CLASSICS IN 
PSYCHOLOGY 


Edited by Thorne Shipley 


In a text of over 1400 pages, are the works of 35 leading psychologists of Europe, the 
United States, and the Soviet Union, spanning a period of one hundred and fifty years. 


Some of the chapters: 


PHILIPPE PINEL 


Treatise on Insanity 


JEAN MARTIN CHARCOT 


Diseases of the Nervous System 
WILHELM WUNDT 
Sensory Perception 

ERNST MACH 
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MORE RAPID PROTECTION 


PURIVAX Poliomyelitis Vaccine provides earlier establishment of immunity in 

a significant proportion of patients. Studies have shown that, after 

only two doses of the recommended three-dose series, 98 to 100 per cent of patients 
are immune to Type I (Parker), 97 to 100 per cent are immune to 

Type II, 92 to 100 per cent are immune to Type III.’’* 


GREATER SAFETY 


PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three types of 
poliomyelitis virus. Moreover, the highly virulent Mahoney strain of Type I 
has been replaced by the less virulent Parker strain for even greater safety. 


INCREASED PURITY 


Antigen of monkey kidney origin is not detectable serologically — the 


possibility of allergic sensitization is thus minimized. 


The high degree of purity of PURIVAX Poliomyelitis Vaccine makes 
possible the use of precise physical and chemical methods of standardization: each 
milliliter contains a uniform weight of inactivated-virus antigen. 
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polio immunization. 


After Only TWO Injections 


Percentage of Patients 


POLIOMYELITIS VACCINE 
(COMMERCIAL SALK) 50% 


TYPE II 


POLIOMYELITIS VACCINE 
(COMMERCIAL SALK) 


TYPE III 


POLIOMYELITIS VACCINE 
(COMMERCIAL SALK) 46% 


Showing Immunity to Each Type of Poliomyeliti : 


Dosage and Administration: It is recommended that three injec- 
tions (intramuscular or subcutaneous) of 0.5 cc. each be given, 
with an interval of 4 to 6 weeks between the first and second 
injection. The third injection should be administered 7 months 
or more after the second injection. 

The preferred procedure is to complete immunization before the 
season when poliomyelitis characteristically increases. However, 
the vaccine may be administered throughout the summer season. 
Special circumstances such as exposure to the disease, tonsillec- 
tomy, or trauma are not considered contraindications. 

Supplied: 2-cc. vials (4 doses). 

Before prescribing or administering PURIVAX, the physician 


should consult the detailed information on use accompanying 
the package or available on request. 
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By residual analysis and information feedback, Wallace & Tiernan 
Compound-loop Control adjusts chlorinator feed rates to changing water 
flows and chlorine demands. You can add W&T Remote Residual Re- 
cording and Controlling Components throughout your water system and 
centralize control at any desired location. You select the desired residual 
on a central panel and the Compound-loop System maintains that residual 
faithfully. 

Remote recording by W&T gives you duplicate residual records and 
minute-to-minute information where it helps guide operation. Remote 
controlling by W&T lets you adjust a chlorinator miles away. And W&T 
Remote Components adapt to almost any system, any type of control. 

With remote residual recording and controlling by Wallace 
& Tiernan you centralize control ...save time and operating ex- 
pense ...extend the advantages of the Compound-loop method. 


For more information, write Dept. S-142.02 
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Virology on the Bookshelf—This year the lead article of our annual book 


issue introduces a variation in the pattern established for over a decade. 


To deal with the rapidly growing and changing field of virology it 


appeared more appropriate to review the literature of an aspect 


of diagnostic virology. From time to time the Journal will 


present articles reviewing other fields of public health work. 


VIROLOGY ON THE BOOKSHELF 


APPLICATION OF TISSUE CULTURE TECHNICS TO DIAGNOSTIC 
VIROLOGY IN THE PUBLIC HEALTH LABORATORY 


Nathalie J. Schmidt, Ph.D., and Edwin H. Lennette, M.D. Ph.D. 


ROPAGATION of viral agents in cul- 
P tures of a variety of mammalian 
cells has provided the diagnostic labora- 
tory with a tremendously valuable tool. 
The use of tissue culture technics in 
virology has greatly extended the num- 
ber of viral agents which may be studied 
in the laboratory, and the recognition 
of more than 100 new viruses over the 
course of the past decade has been made 
possible through the use of tissue cul- 
ture host systems. In addition, the use 
of tissue culture procedures has pro- 
vided the diagnostic laboratory with 
technics for viral isolations and anti- 
body assays which may be far less 
cumbersome and less expensive than 
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procedures employing animal or em- 
bryonated egg hosts. 

Utilization of tissue culture systems 
for virologic studies is now within the 
realm of smaller laboratories, as there 
are several reliable commercial sources 
of tissue culture media, sterile serums, 
and nontoxic detergents for glassware 
preparation. It is even possible to pur- 
chase cell cultures which are ready for 
inoculation, thus eliminating the need 
for maintaining lines of cells or animals 
necessary for specific tissues or cells. 
Most important, smaller laboratories 
now have access, through commercial 
channels, to high quality immune serums 
for use in identification of the viral 
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agents which they may isolate in cell 
cultures. Reliable serologic antigens and 
controls are also commercially available, 
making it feasible for even very small 
laboratories to undertake a limited pro- 
gram of viral diagnostic testing. 

One of the simple, and yet most sig- 
nificant developments in the technic of 
in vitro cell culture has been the incor- 
poration of antibiotics into the nutrient 
media. Prior to the availability of an- 
tibiotics, tissue culture technics were 
highly exacting and limited for the most 
part to small scale studies in morphology 
and physiology. However, it is still 
necessary to observe aseptic technic in 
handling cell cultures in order to avoid 
contamination with fungal agents and 
antibiotic-resistant bacteria. The prob- 
lem of contamination of cell cultures 
with pleuropneumonia-like organisms 
and L forms of bacteria has recently 
received considerable attention, and con- 
tamination of cell lines with filterable 
organisms has been found to be wide- 
spread.’ The two most likely sources 
of contamination with these filterable 
organisms are considered to be the 
original tissue itself or, through the con- 
version of bacterial contaminants to 
stable L forms, by the antibiotics used 
in the culture media.*** The practice 
of adding antibiotics to media before 
sterilization by filtration, which may 
serve to convert bacterial contaminants 
to filterable forms is thus to be dis- 
couraged. As yet, no consistently re- 
liable method has been found for elimi- 
nating pleuropneumonia-like organisms 
(PPLO) from cell lines, although treat- 
ment of the cell lines with large doses 
of aureomycin® and incubation at 41° C* 
have been effective. 

The use of cell dispersing agents such 
as trypsin and versene for preparation 
of cultures constitutes another important 
advance. Dispersed cells grow directly 
on a glass surface and develop into a 
smooth sheet of cells. This is a simpler 
procedure than the earlier one of im- 
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bedding bits of tissue in plasma clots, 
and gives more uniform replicate cul- 
tures. Dispersed cells are also used in 
metabolic inhibition tests, which will 
be discussed below, as well as spinner 
cultures employed for large-scale culti- 
vation of cells." 

A number of mammalian cells have 
been carried in continuous passage for 
many years, and are widely used 
throughout the world. Cloning of cells*:* 
has provided more stable cell lines, 
which are considered to be more uni- 
form in susceptibility to viral agents 
and less affected by environmental in- 
fluences. 

The demonstration by Dulbecco and 
his co-workers'®'' of the development 
of plaques, or areas of necrotic cells, 
from single infectious viral particles 
has not only contributed much to basic 
studies in virology, but has also proved 
applicable to certain problems in diag- 
nostic virology. For example, neutrali- 
zation tests may be conducted by the 
plaque reduction method for several 
viral agents which do not produce clear- 
cut cellular destruction. This is particu- 
larly true of the group B ARBOR 
viruses which do not produce distinct 
cellular degeneration in liquid media, 
but nevertheless produce plaques which 
do not stain with neutral red.’*."* 

Vogel and Shelokov't demonstrated 
that certain myxoviruses which do not 
produce distinct cytopathic effects in cell 
cultures may be detected in the infected 
cells by their ability to adsorb red blood 
cells onto the infected cell sheets. This 
technic, called “hemadsorption,” has pro- 
vided the virologist with a tool for the 
detection and quantitation of the newly 
described parainfluenza viruses'®'® as 
well as a means for assay of neutralizing 
antibodies to these myxoviruses. 

Perhaps the most important applica- 
cation of tissue culture procedures in 
the diagnostic laboratory is in the iso- 
lation of viral agents from clinical ma- 
terials. The choice of a tissue to be 
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used for this purpose depends upon the 
source of the clinical specimen and the 
agent suspected to be etiologically in- 
volved. Monkey kidney cell cultures 
are suitable for isolation of a large 
number of enteroviruses from stool speci- 
mens, e.g., poliomyelitis, the group B 
and type A9 Coxsackie viruses as well 
as the 28 ECHO virus types. It is 
also a suitable tissue for recovery of 
the newly described parainfluenza vi- 
ruses from throat washings. Human 
cells in continuous passage, ¢.g., strain 
HeLa, strain KB, or the FL strain of hu- 
man amnion cells, are the cells of choice 
for isolation of adenoviruses from throat 
washings, and may also be used for 
isolation of poliomyelitis viruses and 
the group B Coxsackie viruses from 
stool specimens. They are not, however, 
suitable for primary isolation of the 
ECHO viruses or the parainfluenza 
viruses. HeLa cells may be employed 
for isolation of two newly recognized 
agents which cannot be isolated in mon- 
key kidney cells, namely the Coe virus,"* 
recovered from throat washings of indi- 
viduals with mild respiratory illness, 
and the Pett. virus,’ recovered from 
stools of children with mild respiratory 
illness. 

The presence of a viral agent in inoe- 
ulated cell cultures may be detected 
either by observing the cytopathic effect, 
i.e., cellular degeneration, in the inocu- 
lated cultures or, in the case of certain 
myxoviruses which do not give rise to 
distinct cellular degeneration, by the 
addition of red blood cells to the cell 
sheet and observance of hemadsorption. 

It is necessary to distinguish between 
cellular destruction due to specific viral 
effect and that due to toxicity of the 
inoculum, which usually occurs earlier 
than specific cytopathogenesis. It may 
be necessary to subpassage the material 
in order to dilute out the toxic effect 
of the original inoculum. In employ- 
ing hemadsorption as an indicator of 
the presence of viral agents, it must be 
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kept in mind that certain simian viruses 
occur as natural contaminants of monkey 
kidney cell cultures, and that these may 
cause hemadsorption’®; the possible oc- 
currence of such effects should be ruled 
out by testing a number of uninoculated 
control cultures of the same lot for 
hemadsorption. 

Important in the isolation of viral 
agents in cell cultures is avoidance in 
the maintenance medium of substances 
which may possess virucidal or neutra- 
lizing activity. Serums of a variety of 
animal species have been shown to 
possess neutralizing substances for cer- 
tain of the human viruses.*°*! When- 
ever feasible, cell cultures for viral 
isolation attempts should be maintained 
in a medium free from serum; if this 
is not possible, the serum used should 
be one which has been pretested and 
found free of antiviral activity. Skim 
milk** and egg white?* have been suc- 
cessfully substituted for serums in main- 
tenance media employed for certain cell 
cultures, and offer considerable promise 
in protecting against the inadvertent 
addition of viral antibodies to cell cul- 
tures through the use of serum-contain- 
ing maintenance media. Proper buffer- 
ing of the cell cultures is also of 
importance, as a decrease in pH below 
the neutral level may interfere with 
viral multiplication.*#75 

The importance of subpassaging in- 
fected cells as well as tissue culture 
fluids for propagating viral isolates has 
been well illustrated in the case of the 
varicella-zoster virus, which be 
passed from culture to culture only 
through the passage of infected cells.?®7 

With the variety of cell cultures now 
available to the diagnostic laboratory, 
the isolation of viral agents from clinical 
materials is a relatively simple matter. 
However, the recovery of large numbers 
of viral agents contributes nothing un- 
less the agents can be properly identi- 
fied. For this reason, any diagnostic 
laboratory undertaking viral isolation 
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should prepare, or purchase, immune 
serums to the viral agents likely to be 
recovered in the tissue culture systems 
employed. At this time, many of these 
immune serums are commercially avail- 
able. 

Identification of viral agents recovered 
in tissue culture systems is usually ac- 
complished by the neutralization test. 
For this procedure, a standard amount 
of the unknown virus, usually 100 
TCDs0, is mixed with known immune 
serums, and after a suitable incubation 
period the serum-virus mixtures are 
inoculated into cell cultures in order to 
determine which, if any, of the immune 
serums is able to prevent cytopatho- 
genesis or hemadsorption. A modifica- 
tion of the neutralization test which has 
proved particularly useful for the iden- 
tification of viral agents is the metabolic 
inhibition test in which multiplication 
or nonmultiplication of the virus is de- 
tected colorimetrically. If the virus is 
specifically neutralized by an immune 
serum, cellular metabolism is unim- 
paired, and the medium is converted 
from alkaline to acid, as indicated by 
a shift in color of the phenol red indi- 
cator from red to yellow. For this pro- 
cedure, the cells, virus and serum are 
all added to the test on the same day, 
eliminating the need for preliminary 
preparation of monolayer cell cultures 
in tubes. The greatest time-saving ad- 
vantage of the technic lies in the fact 
that after seven to ten days’ incubation 
the results may be read colorimetrically, 
eliminating the need for tedious and 
time-consuming microscopic observation. 
Metabolic inhibition tests have greatly 
facilitated the identification of adeno- 
viruses,** the poliomyelitis viruses,** and 
certain of the Coxsackie viruses.?**” 

Certain viral agents may be identified 
by the complement-fixation technic, em- 
ploying infected tissue culture fluids 
as antigens and testing for their ability 
to fix complement specifically with 
known immune serums.*'-*4 However, 


this procedure is most useful for large- 
scale epidemiologic studies, and usually 
is not too practical for the smaller diag- 
nostic laboratory. 

Laboratory diagnosis of viral infec- 
tions may also be established by dem- 
onstrating an increase in antibody level 
against a given viral agent over the 
course of illness. A fourfold or greater 
increase in antibody titer is considered 
of diagnostic significance. For sero- 
logic diagnosis, the neutralization test 
conducted in monolayer tube cultures is 
tedious and time-consuming, as it re- 
quires prior preparation of cell cultures 
and microscopic observation, and thus 
does not lend itself to large-scale studies. 
However, the colorimetric or metabolic 
inhibition neutralization test has found 
widespread application in assay of serum 
neutralizing antibodies, and has made 
possible large-scale epidemiological and 
immunological studies on the viruses of 
poliomyelitis,*°**_ group B Coxsackie 
viruses,** Western equine encephalomye- 
herpes simplex,*° and certain 
adenoviruses,*! and ECHO viruses.** 
The test has been shown to possess a 
high enough degree or reproducibility 
to permit the use of a single tube for 
each serum dilution tested.** 

A drawback to the use of the neutrali- 
zation test for serologic diagnosis of 
viral diseases lies in the fact that the 
neutralizing antibody response is rela- 
tively rapid in many viral infections, 
and the maximum titer may have been 
attained by the time the acute-phase 
serum specimen is taken, making it im- 
possible to demonstrate a diagnostically 
significant rise in neutralizing antibody 
titer. 

In most viral diseases complement- 
fixing antibodies appear later than neu- 


tralizing antibodies, and the complement 


fixation test is usually of greater diag- 
nostic value than the neutralization test. 
The use of tissue culture host systems 
has extended the number of viral agents 
for which complement-fixing antigens 
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may be prepared. Recent studies***” 


on improvement of the potency of com- 
plement-fixing antigens produced in 
tissue culture systems have revealed a 
number of factors of importance in 
production of high-titered antigens, for 
example, the number of host cells in- 
fected and the nutrition of host cells 
during the period of viral multiplica- 
tion. Studies of this nature will un- 
doubtedly improve the quality and po- 
tency of tissue culture-derived antigens 
for an increasing number of viral 
agents. Complement-fixing antigens for 
the adenovirus group, the poliomyelitis 
viruses, and certain parainfluenza vi- 
ruses are now commercially available 
together with immune serums for stand- 
ardization and control purposes. 

Flocculation or precipitation tests for 
viral. agents are receiving increasing 
study and attention.**** Here again, the 
use of tissue culture-derived antigens 
has contributed much in the way of 
providing easily prepared antigens con- 
taining relatively little host material 
which might interfere with specific ag- 
gregation. Although at this time the 
technics are feasible only on a research 
basis, the development of micromethods 
and improvements in preparation of an- 
tigens may well place flocculation and 
precipitin tests within the realm of the 
viral diagnostic laboratory, which would 
be highly desirable in view of the di- 
rectness of the method and the small 
number of reagents involved. 

The relative simplicity of tissue cul- 
ture procedures should make it possible 
for many public health laboratories to 
develop rewarding programs of viral 
testing without the need for housing 
animals or maintaining a supply of em- 
bryonated hens’ eggs in various stages 
of incubation, 
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Institutional living is an increasingly significant factor in the handling of 


health problems. Some of the effects of this factor are discussed in 


the group of four papers presented below. 


THE FACTOR OF INSTITUTIONAL LIVING IN THE 


NATION'S HEALTH 


L. S. Goerke, M.D., M.S.P.H., F.A.P.HLA. 


N January, 1959, the nation had 

1,322,000 civilian hospital beds and 
215,000 beds in nursing homes which 
provide skilled nursing care, exclusive of 
federal hospitals operated by the Veter- 
ans Administration and the Public 
Health Service. On the basis of fire and 
health hazards, 168,000 hospital beds 
and 12,000 nursing home beds are classi- 
fied as nonacceptable; 16.6 per cent of 
the mental hospital beds, 13.0 per cent 
of the chronic disease beds, 9.2 per cent 
of the tuberculosis beds, and 10.1 per 
cent of the general hospital beds are 
unacceptable.'| According to the 13th 
Annual Report of Hospital Statistics, 
1958, by the American Hospital Associa- 
tion® there were 6,786 hospitals in the 
continental United States with a total 
of 1.572.036 beds and 23,697,157 admis- 
sions. On the average day there were 
1.322.938 patients and 1,464,829 full- 
time equivalent workers, or a total of 
2.787.767 people in hospitals on a given 
day. With an estimated 300,000 nursing 
home patients and personnel, considera- 
bly more than three million people are 
in medical care institutions for at least 
eight hours a day. The number of phy- 
sicians, volunteers, visitors, and others, 
such as tradesmen, in institutions each 
day is unknown. In other words, about 
2 per cent of the nation’s population is 
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exposed to the environment of medical 
care institutions every day. 

While the number of hospital beds 
has declined from 10.3 per 1,000 popu- 
lation in 1946 to 9.1 in 1958, the ad- 
mission rate has increased steadily from 
112 to 137 per 1,000 population over the 
same period. The average length of 
stay per admission in nonprofit, non- 
governmental hospitals has decreased 
from 14 days in 1934 to 7.6 days in 
1959, with the older age group experi- 
encing about twice the average stay. 
While the average period of hospitaliza- 
tion is shorter, the number of admis- 
sions is increasing, resulting in an in- 
creased total hospital bed usage per 
person. 

There has been a steady increase in 
the total number needed of civilian gen- 
eral and chronic hospital beds, in the 
number of existing acceptable beds, and 
in the ratio of existing acceptable beds 
per 1,000 population, exclusive of mental 
and tuberculosis hospital beds; in the 
latter, the reverse obtains. Total mental 
hospital bed needs and the number of 
acceptable existing beds have increased 
but not in proportion to population in- 
crease. There has been almost a doubling 
in the number of nursing home beds, 
with more than a 100 per cent gain in 
the number of acceptable beds, and in 
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meeting estimated need during the past 
four years." 

Our chances that our arrival in and 
departure from this world will occur in 
an institution increase each year. In 
1935, 37 per cent of births and 34 per 
cent of deaths at all ages occurred in 
hospitals in the United States. In 1955, 
almost 95 per cent of births were in 
hospitals, and in 1949, about 50 per 
cent of the deaths occurred in hospitals. 
The latter figure would be much higher 
if deaths occurring in long-time care 
facilities and nursing homes not classi- 
fied as hospitals were included.® 

The public, professional and fund 
raising groups, voluntary and govern- 
mental agencies are concerned with the 
location of medical care institutions in 
relation to shifting population, modes 
of travel, physicians’ offices and avail- 
able paramedical personnel, land and 
space use, building and operating costs. 
They are also concerned with the in- 
creasing demand for specialized profes- 
sional and technical services and equip- 
ment, the rapid turnover of patients and 
personnel, multitudinous report forms 
and billing, fee schedules, legal hazards, 
governmental control and regimentation, 
and insecurity in planning for the rapid 
advances in scientific medicine, technics, 
and equipment for diagnosis, treatment, 
and rehabilitation. 


General Hospitals 


The general hospital is the institu- 
tional key to related community service 
facilities. In addition to providing ex- 
tensive inpatient and outpatient diagnos- 
tic and therapeutic services, it serves as 
the referral point for patients to such 
specialized facilities as mental, tuber- 
culosis and chronic disease hospitals, 
nursing homes, and rehabilitation cen- 
ters. Many chronic diseases can be 
stabilized or limited or cured more 
readily by intensive therapy in the con- 
trolled environment of the hospital. 


Some of the newer drugs and methods 
of treatment are more securely admin- 
istered under 24-hour observation and 
periodic testing. Many cases of collagen 
disorder, heart disease, anemia, diabetes, 
and other diseases require periodic hos- 
pitalization for reevaluation and stabili- 
zation of drug dosages, health educa- 
tion, including instruction of patient and 
family in home care, and psychologic 
support, when these services cannot be 
provided in the home, private office, out- 
patient clinic, ov nursing home. 

It is the general hospital that provides 
the convenieat facilities and professional 
personnel for specialized surgery for 
diagnosis and treatment, such as cardiac 
catherization and corrective surgery, 
and for the use of the more recently de- 
veloped isotope therapies. The hospital 
frequently is the scene of the first steps 
in physical, and in some instances, socio- 
psychologic rehabilitation. Hospitals are 
the focal points for advances in medical 
science, especially the application of new 
knowledge that is developed by the basic 
disciplines supporting medical practice. 
New discoveries and scientific knowl- 
edge must be communicated and utilized 
to improve the health and welfare of the 
public. Expensive diagnostic and thera- 
peutic equipment and specialized serv- 
ices are hospital-centered serving private 
doctors’ offices, chronic disease wards 
and, with greater frequency, nursing 
homes. 

Rising income and standard of living, 
higher levels of education and under- 
standing, and trends toward compre- 
hensive medical care insurance are 
factors influencing the American people 
and physicians to utilize hospitals for 
presymptomatic or preclinical evaluation 
and diagnosis, preventive measures, 
psychiatric and work evaluation, and 
health education. This trend presents a 
challenge and demand for the highest 
levels of manipulation and control of the 
institutional environment since the ap- 
parently-well and less-ill clientele are less 
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tolerant of a poor physical and social 
environment. They expect to leave the 
hospital in better health, or potentially 
better health, than when they arrived, 
and since they are biologically better 
than their predecessors of a few decades 
ago, their expectations are higher. 

In all types of institutions, modern 
medicine requires the organization of 
highly technical, complex, and extensive 
support for medical care for which the 
physician has primary responsibility. 
Maintaining the intricate and sensitive 
relationships between the public, the 
physician, and the institution in direct, 
easily understood terms is made more 
difficult by the scientific, philosophical, 
social, and economic factors of modern 
living. These forces are continually 
affecting the role of the institution as 
they are the role of the physician, the 
nurse, the social agency, and the gov- 
ernment.* These factors, together with 
evidence that an increasing percentage 
of the population wants comprehensive 
medical care and is willing to pay for it 
in several ways, emphasize the need for 
general hospitals to provide not only 
acute medical and surgical beds but also 
less expensive nursing home services 
and dormitories for ambulatory cases 
and for those whose physical disabilities 
are stabilized and who are undergoing 
physical and vocational rehabilitation. 

The outpatient clinic is becoming an 
organic part of the general hospital. pro- 
viding the home base for physicians, 
consultants, nurses, physical therapists, 
social workers, nutritionists, and other 
related medical care personnel, and mo- 
bile laboratory, x-ray, and service equip- 
ment appropriate for hospital-based ex- 
tended home care. An increasing num- 
ber of physicians’ offices, many sharing 
reception rooms, business offices, and 
personnel, are located near the hospital 
and utilize its laboratory and x-ray 
services. The general hospital with its 
specialized equipment and _ personnel, 
surrounded by the physicians’ offices and 
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personnel, constitutes the modern com- 
munity medical center. This arrange- 
ment prevents duplication of equipment 
and specialized personnel, is convenient 
for the patient and his personal physi- 
cian, enhances the opportunity for com- 
prehensive medical care at a lower cost, 
and provides an environment for con- 
tinuing education and research. 


Facilities for the Mentally III 


American society has been slow and 
reluctant to recognize the need for com- 
munity planning for the mentally ill and 
continues to rely on late identification 
and isolation outside the social group. 
There are about as many patients in 
mental hospitals as in general hospitals. 
Mental institutions are a negative factor 
in the health of the nation. These in- 
stitutions are not coordinated with com- 
munity needs, and have generally shown 
little leadership in rehabilitation and the 
development of community services for 
early diagnosis and treatment, and for 
posthospital adjustment, support, and 
treatment. The difficulty of developing 
leadership in the face of public attitude 
is recognized. On the other hand, on 
the operational level, neither public 
health nor welfare agencies have demon- 
strated an active interest and concern 
for the environmental factors that  in- 
fluence this problem. There has been 
social rejection of the mentally ill. Posi- 
tive recommendations are now develop- 
ing for: (1) broad community under- 
standing and acceptance of the mentally 
ill as human beings with individual per- 
sonalities, needs, capacities, and rights 
to share in and contribute to community 
living; (2) adequate psychiatric services 
to meet the special needs of mentally ill 
patients and their families for treatment, 
care, and supervision; (3) other ade- 
quate public and private agency services 
to meet the needs of all individuals in 
the community who have social and 
economic difficulties which may con- 
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tribute to mental illness; (4) acceptance 
of mentally ill patients for care in com- 
munity general hospitals; (5) planned 
coordinated service for a continuum of 
care from early diagnosis or suspected 
diagnosis through rehabilitation; (6) 
well defined legal and moral responsi- 
bility. 


Chronic Disease and Long-Term Care 
Facilities 


Mental disease and long-term care 
facilities have had much in common in 
the past. They have provided custodial 
care, isolation of the patient from the 
community, and have been a means of 
relieving the family of immediate daily 
responsibility for the patient’s physical, 
biologic, and social care. The older age 
group constitutes a high percentage of 
the patient population in these institu- 
tions, which are predominantly county 
hospitals and sanitariums and nursing 
homes. Rest nursing homes, 
aged homes, sanitariums, convalescent 
hospitals, and mental homes have vari- 
ous and ill-defined roles in providing 
care for the long-term ill and disabled. 
Government and public health and wel- 
fare agencies have been slow to recog- 
nize the need for setting standards and 
methods of assuring reasonable levels of 
quality care. One of the serious prob- 
lems is that official and voluntary 
agencies have shared various degrees of 
responsibility but none has primary legal 
or possibly moral responsibility. Too 
few of these facilities are formally or in- 
formally associated with a general hos- 
pital for professional guidance and tech- 
nical service. 


homes. 


The Effects of Institutions on Individuals 


For the short-stay patient, hospitaliza- 
tion contributes to an improved health 
status and is generally satisfactory to the 
patient and his family; patients seldom 
complain about the physical and bio- 
logical environment but do frequently 


complain about the social environment. 
Peter Townsend* makes a number of 
points regarding the potential harmful 
effects of the institutional environment 
on long-term patients. “In the institu- 
tion people live communally with a 
minimum of privacy, and yet their re- 
lationships with each other are slender. 
Many subsist in a kind of defensive shell 
of isolation. Their mobility is restricted, 
and they have little access to society. 
Their social experiences are limited, and 
the staff leads a rather separate existence 
from them. They are subtly oriented 
toward a system in which they submit 
to orderly routine, lack creative occupa- 
tion, and cannot exercise much self- 
determination. They are deprived of in- 
timate family relationships and can 
rarely find substitutes which seem to be 
more than a pale imitation of those en- 
joyed by most people in the general 
community. The result for the indi- 
vidual seems to be a gradual process of 
depersonalization. In some of the smaller 
and more humanely administered insti- 
tutions these various characteristics seem 
to be less marked but still to be found.” 

Various reports on the hospital en- 
vironment were succinctly summarized 
by Townsend. Long-stay patients tended 
to be left to themselves; their case files 
were often inadequate; the turnover in 
medical and nursing staff meant that 
continuing relationships were not possi- 
ble: the staff underestimated the capa- 
bilities of patients to communicate with 


them intelligibly; inactivity on the 
wards and institutional routine some- 
times resulted in incontinence; many 


normal skills fell into disuse; there was 
a real risk of loss of identity and of de- 
socialization. Some staff hierarchies 
break down into a series of informal, 
often clandestine, friendship patterns: 
on the other hand, the hierarchy ter ts to 
keep patients in their place. One study 
showed how authoritarianism causes the 
breakdown in personal relations that is 
so fatal to a “therapeutic” community.* 
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Hazards of Institutionalization 


The hazards to patients and employees 
of institutionalization can be grouped 
under the usual categories of physical, 
biological, and social environment. 
While well organized and administered 
institutions have systems for reporting 
data regarding accidents to patients and 
employees, for analysis of these data and 
plans for prevention of reoccurrence, it 
is most difficult to obtain reliable inci- 
dence of hospital-related physical and 
biological accidents. For obvious rea- 
sons, during our current sensitivity to 
recurrent liability, negligence, and mal- 
practice suits, few institutions wish to be 
identified singly or in a group as having 
experienced accidents due to poor equip- 
ment and maintenance; electrical fail- 
ure: overloaded plumbing; contami- 
nated food or equipment; improperly 
packaged, stored, and handled radioiso- 
topes: limited or no fire drills or instruc- 
tions; chemical and biologic supplies 
mislabeled, malstored, and mishandled; 
closed system ventilation breakdown; un- 
controlled staphylococcus, streptococcus, 
and infectious hepatitis outbreaks; epi- 
demic diarrhea of the newborn; and 
many other physical and biological 
causes of institutional accidents too 
numerous to list here. Given the perfect 
physical plant, ideal equipment, and 
plan. I believe that the social factors of 
the environment have the greatest in- 
fluence on the incidence of accidents in 
The chances of accidents 
occurring are in inverse proportion to 
the degree of clear channels of admin- 
istrative responsibility and supervision 
and ease of authoritative communica- 
tion. 


institutions. 


Medical and Campus Institutions 


No organization is more challenging, 
complex, and sometimes more confusing 
and frustrating than the educational in- 
stitution with a medical center which 
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serves the student body and the sur- 
rounding community with comprehen- 
sive medical care, multiprofessional 
training, and research. Such an institu- 
tion becomes a concentrated city of 20,- 
000 to 30,000 people of all age groups 
from all parts of the country with a 
wide spectrum of health and heritage. 
A modern teaching and research medi- 
cal center, for example, may have ap- 
proximately 400 medical students, 400 
dental students, 360 residents and in- 
terns, 200 to 300 full-time faculty, 800 
to 1,000 part-time faculty, 100 to 300 
full-time research and nonacademic per- 
sonnel, 500 to 1,000 inpatients, over 
1,000 outpatient and student health 
service visits daily, 500 to 2,500 para- 
medical students, about 3,000 medical 
center employees, more than 100 vol- 
unteers, and more than 1,000 patient 
and extension student visitors. It means 
that roughly from 4,000 to 6,000 people 
will be moving about during the regular 
working day and especially during the 
academic year, in a floor area of, let us 
say, 1,000,000 sq ft. Furthermore, the 
student body, patients, and visiting pop- 
ulation changes from day to day and 
year to year. Medical centers tend to 
have about double the rate per 1,000 
employees time-lost injuries for the rest 
of the campus. 

Several schools and colleges within the 
social structure of a campus have use, 
concern in, and control of a medical 
center; and the medical center adminis- 
tration, especially business management, 
has a close working relationship with 
campus administration—so much so that 
responsibility and authority sometimes 
The teaching hos- 
pital has three power structures: the ad- 
ministrative, the academic and research, 
and the professional medical care per- 
sonnel, particularly the physician spe- 
cialist. The relative authority and re- 
sponsibility of each power group 
changes rapidly and frequently with 
changing circumstances and __ issues. 


hecome confused. 


| 
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Total All Time-Lost 
Number Injuries Injuries 
Campus Employees Reported Only 
Berkeley 11,340 578 88 
Radiation 
Laboratory 6,000 409 67 
Los Angeles 6,626 207 44 
Los Angeles 
Medical Center 3,046 272 39 
San Francisco 
Medical Center 3,627 505 7 
Davis 2,520 301 50 
Santa Barbara 1,288 60 15 
Riverside 1,000 57 21 
La Jolla 725 107 20 
Mt. Hamilton 47 12 2 
Total 36.219 2.508 416 


Nevertheless, the lines of responsibility 
do tend to clear with a law suit, using 
the principle of “respondent superior.” 
Accident prevention is ultimately the 
responsibility of the administrative hier- 
archy, and it is this group that must 
create the social environment conducive 
to easy communication and _ inservice 
training. 

Shared responsibility includes _resi- 
dents, interns, nursing staff, medical 
technologists, physical therapists, medi- 
cal records, librarians, sanitarians, social 
workers, dietitians, and hospital admin- 
istration students assigned by academic 
departments, some outside the medical 
center, for practical training. With the 
chiefs of various hospital departments, 
such as Central Laboratories, Nursing, 
and so forth, responsibility may be clear 
and the basic academic departments can 
enhance environmental accident preven- 
tion by training the paramedical person- 
nel in the subject. As one of our hos- 
pital department chiefs has said: “If 
the students and employees just had an 
awareness of accident prevention, it 
would help.” Morris’ indicated a way to 


All 


Employees Percentage of All Campus Total 


Time-Lost All Time-Lost Employees 
Injuries Injuries Injuries Injuries (Approxi- 
Reported Only Reported Only mately) 
51 7.76 23.0 21.1 31.3 
68 11.1 16.3 16.1 16.6 
31 6.6 8.2 10.6 18.3 
89 12.8 10.8 94 8.4 
139 19.3 20.1 16.8 10.0 
119 19.8 12.0 12.0 10.0 
46.6 11.6 2.4 3.6 3.5 
57 21.0 2.3 5.0 2.8 
148 27.6 4.3 4.8 2.0 
255.0 42.5 0.48 0.49 0.13 
69 100 


develop a safety program. Analyze the 
accident and incident report to provide 
(1) a basis for improvement of the hos- 
pital routine or environment, (2) a basis 
for training and teaching students and 
staff, and (3) an intimate knowledge of 
incidents which may some time reach 
a court of law. Clear administrative 
channels of responsibility and 
vision, individual awareness and knowl- 
edge of preventive measures, as well as 
well trained radiation and safety per- 
sonnel, engineers, and sanitarians as ex- 
pert watch dogs and consultants, are the 
necessary ingredients of a program 
which will reduce the hazards to 
patients, employees, students, and to the 


super- 


public in large institutions. 

Massive buildings, increasing multi- 
plicity of technical services, improving 
quality of medical care involving many 
professional areas, and the need for a 
large number of trained medical and 
paramedical personnel, and the larger 
population in medical care 
services, teaching, and research have 
created a most complex environment 
which influences the health and welfare 


involved 
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of the nation’s population. The social 
factors involving all members of the 
institution’s population present the most 
pressing problems of control and solu- 
tion, demanding the best of administra- 
tion and management. 
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ONSIDERATION of the environmental 
health needs of this nation’s insti- 
tutionalized population would be incom- 
plete without attention to our colleges 
and universities. Conventionally, we do 
not think of students and staff members 
as a part of the institutionalized popula- 
tion. While they do not fit the con- 
ventional pattern in many respects, it is 
essential that professional public health 
workers not differentiate between cate- 
gories of medical and nonmedical in- 
stitutions. Although this presentation is 
limited to the environmental health 
needs of colleges and universities, much 
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of what applies for these institutions 
would have equal application for junior 
colleges, elementary, and secondary 
schools. 

Dr. Goerke described the magnitude 
of our medically institutionalized popu- 
lation. He has shown that our chances 
of arriving in and departing from this 
world within the four walls of an insti- 
tution are increasing each year. In like 
fashion, our chances of spending a 
large portion of our late teens and early 
adulthood in institutions is also increas- 
ing rapidly each year. 


In 1959, there were nearly 2,000 ac- 


credited colleges and universities in this 
country. The student population en- 
rolled for the purpose of obtaining a de- 
gree was in excess of 3,400,000. Imposing 
as this figure is, in terms of affected 
population, it is even more impressive 
to consider the current estimate that 
there will be more than 6,000,000" such 
students on our college and university 
campuses just one decade hence. In 
addition to these full-time students, our 
educational institutions accommodate 
great numbers of part-time students who 
attend the extention and short course 
activities, 

Contributing to the health needs of 
our college population are the 350,000 
professional staff? and estimated equal 
number of other personnel employed to 
provide instruction and services for 
these students. Since they are centers 
for community recreational and cultural 
events, these institutions also serve as 
hosts, within their buildings and on 
their premises, to millions of the public. 
Therefore, a large segment of our na- 
tion’s population is exposed to the pre- 
vailing levels of environmental health 
and safety found within the physical 
environment of our colleges and uni- 
versities. 

The magnitude of the physical en- 
vironment which has been provided to 
serve this population further illustrates 
the need for environmental health and 
safety services. For these 2.000 ac- 
credited institutions, the estimated valu- 
ation of the buildings that house the 
classrooms, laboratories, service 
functions amounts to billions of dollars. 
More significant, perhaps, is the ex- 
panded physical plant that will be re- 
quired during the next decade to 
accommodate the additional millions of 
students who will be coming to these 
institutions. To provide for this ex- 
pansion, is is estimated that colleges 
and universities will be required to in- 
vest at least $1.2 billion annually in 
new and existing buildings and campus 
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approximately — the 


improvement for 
next ten years.® 

Numbers of students and investments 
in buildings and grounds do not, in 
themselves, indicate the size and scope 
of the problem. Our colleges and uni- 
versities represent a unique way of life 
—the characteristics of which add 
emphasis to the importance of providing 
high levels of environmental health and 
safety. As compared to the average 
community, a greater proportion of 
these millions of students is eating out, 
a much greater proportion is in rental 
housing of one form or another, a much 
greater proportion of the population is 
participating in recreational activities, 
and the entire population is, in effect, 
engaged in a wide variety of activities 
of an industrial type. 

Today our colleges and universities 
are complex centers of activity embrac- 
ing teaching, research, and public serv- 
ice. The latter two, in many instances, 
are of major importance in terms of 
environmental health and safety con- 
siderations. We have said that our col- 
leges and universities are essentially in- 
dustrial centers. More specifically, they 
are centers of many little industries, all 
of which undergo frequent changes in 
their industrial processes and in the 
types of environmental exposures to 
which their employees, the college stu- 
dents and staff, are subjected. For ex- 
ample, the student in the chemistry 
laboratory is as much involved in an 
industrial operation as an employee in 
any equally small chemical industry. In 
the case of the chemical industry, the 
employee very likely carries out the 
same operations day after day, using 
the same products with the same antici- 
pated hazards. However, in the college 
chemistry laboratory, the experiments 
and the inexperienced labor force are 
constantly changing; thus, unexpected 
and unanticipated environmental health 
and safety hazards are presented. This 
analogy can be carried to every labora- 


VOL. 51, NO. 4, A.J.P.H. 


Be 


tory and into nearly every classroom of 
our colleges and universities. Students 
and faculty are repeatedly exposed to a 
broad spectrum of physical, chemical, 
and biological health hazards. 

The rapidly expanding research ac- 
tivities in these institutions forecast 
greater environmental hazards in the 
future. Today, in all of the larger col- 
leges, and to an increasing extent in the 
smaller ones, the budgets and staff de- 
voted to research activities are rapidly 
approaching, in size, those devoted 
solely to teaching. 

During 1957-1958 colleges and uni- 
versities spent $780 million for research 
and development. Approximately $392 
million of this amount were used for 
basic research in the physical and life 
sciences.* 

Very frequently both applied and 
basic research projects have associated 
with them problems of environmental 
health and safety. These problems ex- 
ist, on the campus, in terms of potential 
hazards to the research personnel and 
their colleagues. Frequently, they also 


extend into the community and the state, ” 


because many of these research pro- 
ducts which have their origin and de- 
velopment on the campus subsequently 
become industrial products which create 
environmental health problems in the 
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community. Successful solution of the 
campus problems would aid in the ulti- 
mate evaluation of the hazards resulting 
from the industrial application of these 
products of basic research. 

Perhaps the most important products 
of college research activities are the 
scientists and the technicians themselves. 
They are trained on the campus, do 
their research there, make their discov- 
eries there, and then move into industry 
and into the community. How desirable 
it would be for them, while at the uni- 
versity, to acquire the essential environ- 
mental health concepts relating to the 
work they are doing, so that they might 
take those public health measures into 
the community. 

When we discuss the environmental 
health and safety problems of colleges 
and universities with professional col- 
leagues in public health, it is common 
experience to have them express the 
opinion that these problems are limited 
to a very few “giant” institutions. Such 
an assumption is incorrect. Of the 
2.000 institutions of higher education in 
this country, more than 1,200 have an 
enrollment of less than 1,000 students. 
This relatively large number of “small 
colleges” deserves separate consideration 
in our enumeration of environmental 
health needs. Obviously when such a 


Table 1—Use of Research and Development Funds, 1957-1958 


Basic 
Research 
as Per cent 
Total of Total 
Research and Basic Research and 
Funds Used By Development Research Development 
Federal government 1,440* 111* 8 
Industry 7.670 272 t 
Colleges and universities 780 392 51 
Other nonprofit institutions 150 60 
Total 10,040 835 8 


Source: National Science Foundation, August, 1960. 
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large number of concentrations of popu- 
lation are created, all of them have need 
for the basic and traditional environ- 
mental health services such as food sani- 
tation, supervision of swimming pools, 
inspection of student housing, and 
routine surveillance of water supply, 
plumbing, and solid and liquid waste 
disposal. In addition, although small, 
these schools have laboratories present- 
ing potential exposures to many hazard- 
ous materials. 

The popular concept of a college 
being merely ivy-clad buildings and 
flirtation walks is, unfortunately, still 
too prevalent. Too often a college is 
within, but not part of, a town. The 
common lack of communication between 
“town” and “gown” has apparently fur- 
ther contributed to a “hands off” policy 
in relationships of public health depart- 
ments with colleges and _ universities. 
These college population centers may 
be situated within the political bounda- 
ries of cities and towns, or they may be 
within the political jurisdictions of 
townships or counties. In any case, 
they are normally within the areas of 
authority of some form of local govern- 
ment. Traditionally, however, the 
boundaries of the campus and the activ- 
ities within those boundaries have 
tended to be immune from local juris- 
diction and, more important, have not 
received the public health services nor- 
mally provided for that area. Un- 
fortunately, because of a limited budget, 
these institutions have seldom been able 
to provide their own public health serv- 
ices beyond emergency first-aid and 
simple dispensary care. Certainly they 
have not been able to employ qualified 
people to give attention to their en- 
vironmental health needs. Such de- 
ficiencies can be overcome, we believe, 
particularly with regard to environ- 
mental sanitation services. For example, 
the Division of Sanitary Engineering 
of the South Dakota State Department 
of Health has worked cooperatively with 
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the state’s Board of Regents, the State 
University’s administration, and the 
director of the University Health Serv- 
ice. This work has included a very 
complete environmental health survey of 
the university. The survey report in- 
cludes recommendations for implement- 
ing a continuing program in environ- 
mental health with several possibilities 
for staffing by the Department of Public 
Health, the state Board of Regents, and 
the university.® 

At the opposite end of the enrollment 
scale, there are 165 universities with 
student enrollments in excess of 5,000. 
These small “cities” tend to experience 
an equal or even greater degree of iso- 
lation from the services of the communi- 
ties in which they are situated than do 
the small colleges. Because of their size 
and complexity, they seem to be more 
self-sufficient, and certainly pose a more 
complex problem for the official public 
health agencies that might assume some 
degree of responsibility for the condi- 
tions of environmental health on the 
campus. For these institutions, then, 
a different approach to their environ- 
mental health needs is indicated. 

Administrators of colleges and uni- 
versities have recognized their responsi- 
bility for the medical care and health 
protection of students for many years. 
In fact, the first student health service 
in this country was established at Am- 
herst College, in Massachusetts, 99 years 
ago. Today, in our larger colleges and 
universities, medical and nursing staffs 
provide students with clinical care, and, 
in most instances, considerable attention 
is given to preventive medicine through 
programs of routine physical examina- 
tions and immunizations. 

Since 1920, the American College 
Health Association, the parent organiza- 
tion of student health service physicians, 
has given recognition on numerous oc- 
casions to the environmental sanitation 
problems of its member institutions. 
However, the number of institutions 
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that have provided professional staff to 
work in this area of public health is 
still quite limited. The reluctance of 
clinical physicians to embark on such 
programs is quite understandable, but 
the apparent failure of public health 
departments to recognize the need for 
such programs and staffing, or other- 
wise provide technical assistance in en- 
vironmental health for these large col- 
leges and universities is more difficult 
to understand. 

Our larger universities offer a fertile 
field for effective environmental health 
work. Not only do they have all of the 
problems of the average community of 
comparable size, but, for the most part, 
these problems are accentuated and 
many new and interesting facets of en- 
vironmental health work exist. The 
scope of these environmental health 
needs for the typical university fall in- 
to four broad categories: general sani- 
tation, occupational health engineering, 
control of ionizing radiation, and safety 
engineering.® 

In the field of general sanitation there 
is a wide range of food sanitation prob- 
lems. In the university setting the well 
trained sanitarian can participate in re- 
view of plans for the construction of 
such facilities, the selection of equip- 
ment. and constructive supervision of 
its operation. 

The sanitarian will find the need for 
and the opportunity to initiate a pro- 
gram for more healthful and safe hous- 
ing for students without the arbitrary 
limitations of traditional ordinances 
and codes.’ From our own experiences, 
we know that students place very un- 
usual demands upon housing, and hous- 
ing problems within college communities 
are greatly accentuated by the heavy 
influx of transient students. 

In sanitation of water supply there is 
a wide variety of problems involving 


building distribution systems, water 
treatment, and water conditioning. 


Many large universities have auxiliary 
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water supplies which provide an op- 
portunity for the public health engi- 
neer or sanitarian to work effectively 
with engineers in plan review, construc- 
tion, development, and routine surveil- 
lance. Certainly, in a complex of labor- 
atories, there is need to ferret out and 
solve a maze of plumbing hazards. 

As with food hygiene, housing, and 
water supply, the general sanitation 
program will demonstrate environmental 
health needs in the areas of solid and 
liquid waste disposal, insect and rodent 
control, and swimming pool operation. 
In the majority of these institutions 
there will be affiliated medical centers 
for which the sanitarian can provide 
service over the entire scope of his en- 
vironmental sanitation program. 

There is probably no other environ- 
ment that offers the occupational health 
engineer the variety of problems that 
are found on the campus of a large 
university. The occupational health 
needs encompass the broad areas of 
heating, ventilation, and air condition- 
ing, with both traditional and unique 
health considerations for the control of 
toxic gases, vapors, fumes, dusts, and 
biological contaminants. Not only is 
the occupational health engineer con- 
fronted with toxic exposures due to 
widespread use of mercury, lead, and 
the toxic solvents, but he will also en- 
counter agricultural chemicals and the 
chemical components of medical and 
industrial research. In many cases the 
university’s occupational health engi- 
neer will be asked to evaluate new prod- 
ucts of research, many of which are 
so new that their toxicity is not yet 
completely known. Recently, at the 
University of Minnesota, the occupa- 
tional health engineer has been con- 
fronted with the health problems aris- 
ing from exposure of the eyes of human 
volunteers to electrons, the potential 
hazards associated with the use of mis- 
sile fuels, and the need for control of 
excessive noise and vibration in con- 
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nection with wind tunnel and jet engine 
research.® 

A relatively new and vital area of 
environmental health practice, the con- 
trol of radiation hazards, is a major 
health consideration for all of our large 
colleges and universities and, to an in- 
creasing extent, for our smaller cam- 
puses. In most communities, and in many 
states, the university is the principal 
location of radioisotopes, which creates 
public concern both on and off the 
campus. In the university there is a 
concentrated use of radioisotopes with 
every imaginable application. As con- 
trasted to a community, where a spe- 
cific industry may be using a radio- 
isotope for a specific purpose, on the 
campus a wide range of isotopes is be- 
ing used under experimental conditions 
in almost every academic and research 
department. The universities also serve 
as centers for sources of high energy 
radiation, such as reactors, accelerators, 
and other specially designed radiation 
facilities and machines. The growth of 
such applications has been many fold 
during the past 15 years.® In the period 
1946-1959 the number of colleges and 
universities licensed by the Atomic En- 
ergy Commission for receipt of radio- 
isotopes has increased from 22 to 269.'° 

In this area of environmental health 
practice, the needs of the university and 
community are quite interdependent. 
For example, at the University of Min- 
nesota, health physicists on the environ- 
mental health team work cooperatively 
with the State Department of Health 
in registration of the university’s radia- 
tion sources, surveillance of off-campus 
use of isotopes by university personnel, 
and providing information on final dis- 
posal of radioactive wastes.’ 

Just as accidents are now one of the 
major public health problems for the 
nation’s population, so is accident pre- 
vention one of the major environmental 
health needs of our colleges and uni- 
versities. The characteristics of college 


life are conducive to accidental injury. 
A university is a concentration of very 
active people, all of them carrying on, 
rather independently, a wide range of 
activities under unique circumstances. 

The housing of groups of students in 
dormitories, fraternities, sororities, or 
rooming houses creates a great potential 
for loss of life or injury from fire, falls, 
“horseplay,” and other dangers identi- 
fied with the problem of safe housing. 
In the laboratories and shops the risk 
of burns, cuts, and infections is ever 
present. The athletic and recreational 
activities of this segment of our popu- 
lation present constant exposures to ac- 
cidental injury. Almost 50 per cent of 
campus injuries result from athletic ac- 
tivities. Pedestrian and vehicle traffic 
on the grounds, and rapid movement of 
many people through the buildings, add 
further to the accident record. 

Several years ago a study of student 
accident experience was carried on co- 
operatively by the National Safety 
Council and the American College 
Health Association. This study of 11 
colleges and universities gives ample 
proof of the magnitude of this problem. 
These universities reported that 8,473 
students, over 10 per cent of the student 
population represented, received medical 
treatment for accidental injuries suf- 
fered during the school year of 1953- 
1954, Sixty per cent of these injuries 
occurred on campus.'* 

At the University of Minnesota a 
safety engineer has served as a member 
of the environmental health team for 
more than five years. It has been pos- 
sible to demonstrate that our campuses 
present all of the accident potential that 
would be found in any community. In 
addition, a whole series of unique haz- 
ards has been encountered including 
showboat operations, mountain climbing, 
sky diving, well drilling, and lumber- 
ing. We have had an opportunity to 
coordinate the medical care of injured 
students with the preventive programs 
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of the safety engineer. The system of 
accident reporting in the Health Serv- 
ice has demonstrated benefits and ef- 
ficiencies of medical and engineering 
teamwork. 

As with other programs in environ- 
mental health, safety engineering is not 
limited to hazards to the student, but 
obviously is a valuable service to the 
academic and nonacademic staffs and 
research personnel.’*!* These person- 
nel represent virtually every trade and 
scientific discipline. They are engaged 
in many bh». ardous trades such as roof- 
ing, struc aural painting, and window 
washing. i -ovention of injuries among 
these workmen is important not only as 
a public health measure but is also im- 
portant to the administrators because of 
the costs of such injuries. Comparison 
of the accident experience at the uni- 
versity with the national experience in 
the same trades shows a saving to the 
university in Workmen’s Compensation 
costs of approximately $200,000. 

The four broad areas of service we 
have described—general sanitation, oc- 
cupational health, radiological health, 
and safety engineering—must all be 
brought to bear on the greatest problem 
facing both the small and large colleges: 
the building boom and expanded re- 
search activities in the years ahead. 
There is a great need for plan review 
services and development of adequate 
construction standards. These services 
can and should be furnished by environ- 
mental health personnel. 

For our larger colleges and univer- 
sities there is need for professional staff- 
ing to cope with the many environ- 
mental health problems that are known 
to exist. In many situations the staff- 
ing needs of the university will require 
a different emphasis than the needs of 
the community as a whole.’® For that 
reason such staffing should be the re- 
sponsibility of the college and univer- 
sity administrations; it is quite unreal- 
istic to think that these problems can be 
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absorbed into the programs of the local 
or state department of public health. 

The professional staff at the Univer- 
sity of Minnesota presently includes a 
public health engineer, an industrial 
health engineer, a safety engineer, three 
health physicists, and three sanitarians. 
In addition, the research activities which 
are carried on by the Division of En- 
vironmental Health and Safety require 
a bacteriologist, a chemist, two sani- 
tarians, a nurse, and several laboratory 
technicians. Such staffing is different 
from that found in a city of similar 
size. To date, very few universities have 
provided the professional staff that is 
considered necessary for an effective en- 
vironmental health program. 

The responsibility of a university to 
provide its own professional staff does 
not, however, exempt state and _ local 
public health officials from their con- 
current responsibility. The official pub- 
lic health agencies need to provide 
consultative and advisory service to uni- 
versity administrators, and, more spe- 
cifically, to the medical staff who have 
responsibility for the health problems 
of the university. Public health officials 
working cooperatively with directors of 
college and university health services 
can make a major contribution by giv- 
ing leadership and offering technical 
assistance. 

Every health department has a two- 
fold stake in providing assistance with 
the environmental health and safety 
problems of colleges and universities in 
its area. There is an immediate and 
direct benefit in protecting a very large 
segment of the nation’s population 
against a great variety of health haz- 
ards. Control of infectious diseases, 
prevention of exposures to toxic sub- 
stances, lessening of the lifetime ac- 
cumulative dosage to ionizing radiation, 
and prevention of temporary or per- 
manent disabling injuries is as im- 
portant for this population as for any 
other segment of the nation’s manpower. 
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A second benefit, often unrecognized, 
but of even greater public health sig- 
nificance, is the long-term health edu- 
cation derived from exposure to a safe, 
healthful, environment. Through your 
technical and administrative support, 
these young citizens will have had the 
experience of living and working in an 
environment free of health and safety 
hazards. As they assume leadership 
roles in the community, your efforts will 
be rewarded because of a better under- 
standing of the benefits of your public 
health programs. 
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Bruce Underwood, M.D., F.A.P.H.A. 


ys MOST urgent need in the nursing 
home field today is for a greater and 
wider dissemination and application of 
existing knowledge. This is particularly 
true with respect to environmental 
health needs in nursing homes. We have 
only to reflect for a moment to realize 
how vast is the available supply of in- 
formation and how much already has 
been printed that could be used easily or 
be adapted readily for use in nursing 
homes. J>ink of the amount of time 
and effort that has been spent in de- 
veloping the body of knowledge relating 
to hospitals, institutions, and buildings 
in general. Think of how applicable 
this body of knowledge and experience 
would be if adapted to the environ- 
mental health needs of nursing homes. 

We know a great deal about preven- 
tion of accidents and fires, how to carry 
a person from a burning building, the 
proper care of buildings and sanitation, 
safe construction and proper equipment, 
and other aspects of environmental 
health and safety. The majority of 
nursing home personnel are hungry for 
such information. 

Environmental health is a broad sub- 
ject which encompasses such items as 
site selection, building structure, founda- 
tions. and construction. It includes gen- 
eral requirements relating to corridors, 
ramps, stairways, exits, doorways, shafts, 
chutes, elevators, and dumbwaiters. It 
includes water supply, electrical installa- 
tions, lighting, heating. ventilation, 
sewage disposal, and other utilities. It 
includes fire extinguishers, sprinkler sys- 
tems, fire drills, fire escapes, alarm sys- 
tems, inspections, training, and other 
aspects of maintenance and operation. 
Much is known in all of these areas, but 
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nursing home personnel generally do not 
have the benefit of this knowledge or 
even in many cases know of its exist- 
ence. 

Specifically, what is needed? There 
is a basic need for a variety of educa- 
tional materials for nursing homes that 
will be easy to understand and to use. 
These should be practical and down to 
earth. Nursing home personnel are look- 
ing to the experts to help provide them 
with publications of “how-to-do-it” na- 
ture. The need for technical informa- 
tion is so great that even material that 
would make known sources for reading 
matter on various subjects would be 
hailed as a major contribution. Nursing 
homes are of so many different types 
and vary so greatly with geographical 
location, operational auspices, and finan- 
cial support that it is difficult to prepare 
one set of materials that is applicable to 
and usable by all nursing home person- 
nel. This problem is difficult but must 
be solved. 

There is a growing need for consulta- 
tive assistance to nursing homes in addi- 
tion to provision of printed materials. 
Without consultants to follow up and 
assist with their use, written materials 
are of relatively little value. We cannot 
expect wide dissemination of informa- 
tion or broad application of knowledge 
unless there are individuals working 
directly with nursing home personnel to 
achieve the objectives set forth. It takes 
a good deal of personal explanation, 
workshop, and group activity to bring 
about improvement in environmental 
health as well as other aspects of nursing 
home care. 

The need for training applies equally 
to nursing home staffs as well as to regu- 


latory agency personnel. How often 
have I heard the latter groups speak of 
the immaturity, inexperience, and _ in- 
competence of nursing home personnel. 
On the other hand, I have just as often 
heard those working in nursing homes 
speak of the immaturity, inexperience, 
and incompetence of agency employees. 
This is not to say that all or even a 
majority fit these categories. More often 
the reverse is true. I am told that one 
can not be a clerk in a 5 and 10 cent 
store without some indoctrination and 
training. Yet, many nursing homes are 
operated and also are inspected by per- 
sons with no prior training or experi- 
ence in this field. I am reminded of 
the sanitarian I knew who was formerly 
a restaurant operator. I think also of a 
restaurant operator who at one time was 
a sanitarian. These individuals were 
much better at their jobs as a result of 
their previous ex ~ rience. 

Technical assistance is essential. 
Knowledge of current practices and 
emerging trends, printed materials, con- 
sultation, and training does not replace 
the need for personnel with technical 
knowledge who can give assistance in 
depth. In many ways it has been proved 
that some actual on-the-job technical as- 
sistance helps both nursing home and 
agency staff do their jobs well. The 
great majority desire such assistance and 
are anxious to learn how to do their 
jobs effectively. It may take years of 
experience on the job to learn what can 
be taught in a short time by example 
and technical assistance. 

It has been said that everyone knows 
what a nursing home is but that no one 
really knows what it is. There is truth 
in each of these conflicting statements. 
No two states have even the same defini- 
tion of a nursing home. For our pur- 
poses, let us consider a nursing home as 
a facility for the accommodation of in- 
dividuals who are not in need of hospital 
care but who are in need of nursing care 


and related medical services as _pre- 
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scribed by or performed under the direc- 
tion of persons licensed to provide such 
cale or services. 

The patients in nursing homes are, in 
general, in the older age groups with the 
average age being well above 65 years. 
Two-thirds of the patients are women. 
Less than one-half can walk alone. One- 
third are incontinent. About one-half 
are mentally disoriented at least part of 
the time. They come to nursing homes 
because of a variety of conditions in- 
cluding cardiovascular disease, arthritis, 
rheumatism, fractures, paralysis, and 
senility. 

Since the nursing home is also a home 
for these people, some of the following 
statements made by Walter K. Vivrette 
in the April, 1960, issue of Geriatrics 
are applicable: 

“If we are to achieve an environment of 
maximum livability for older persons, with 
particular emphasis upon the continuance of 
independent living for the longest practicable 
period, there are several considerations to be 
held in mind. The environment should: 

“Provide a quality and standard of envi- 
ronment equal to, if not better than, that to 
which the older person has become accus- 
tomed to in earlier life. 

“Have maximum suitability to the condi- 
tions frequently observed among older per- 
sons, such as failing eyesight or hearing, 
slowing of gait, or general dwindling of 
energy reserves. 

“In so far as possible, provide within the 
one single setting a maximum livability for a 
maximum number of years, a flexibility which 
accommodates the home to the dynamic proc- 
esses of growth and aging, and to the con- 
comitant ever changing needs and demands. 

“Within practicable limits, have maximum 
adaptability to the less frequently observed 
conditions, such as wheelchair existence, blind- 
ness, or forgetfulness.” 


What are some of the specifics of a 
functional, safe, and sanitary environ- 
ment in a nursing home? The site 
should be well drained with adequate 
sewerage, water, electrical, telephone, 
and gas facilities available or near the 
site. It should be relatively free from 
noise and objectionable odors and air 
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pollution. It should be remote from un- 

controlled insect and rodent breeding 

areas. 

The building should be of sufficient 
strength to support all dead, live, and 
lateral loads without exceeding the work- 
ing stresses permitted for the materials 
of their construction. The foundations 
of the building should be sound and pro- 
vide proper support for the footings, 
piers, and foundation walls. The con- 
struction, in general, should be of not 
less than one hour fire-resistive construc- 
tion except that interior nonload bearing 
partitions, other than those enclosing 
corridors, stairways, and vertical shafts, 
may be of noncombustible construction 
without a fire resistive rating. Dead-end 
corridors should not be permitted. All 
patient rooms should open directly into 
a corridor. Hand rails of an approved 
type, mounted securely to the wall 
should be required on both sides of cor- 
ridors used by patients. Ramps should 
be equipped with approved hand rails 
or banisters, sturdily mounted.  Stair- 
ways should have evenly spaced risers 
and treads of a nonslip tread type. 
“Winders” should not be permitted. 
Stairwells in nursing homes should be 
designed or protected so as to prevent 
an individual from falling or jumping 
from them. Requirements relating to 
the numbers and kinds of exits should be 
complied with. Doorways for use by 
patients should be at least 3 ft 8 in. 
wide; 3 ft 10 in. is preferable. 

There should be an adequate, safe, 
cold, and hot water supply with ap- 
proved plumbing throughout the build- 
ing. Requirements for electrical and 
lighting systems, heating, and ventila- 
tion should be met. 

The required space can be classified 
into areas such as the following: 

1. Administration and lobby. 

2. Facilities for chapel, dining, recreation, 
pharmacy, physical and occupational 
therapy. 

3. Patient stations, utility 


rooms, nurses’ 
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rooms, storage areas, special care rooms, 
and other nursing service facilities. 

4. Various service facility space for food 
service, housekeeping services, general stor- 
age, record storage, mechanical facilities, 
bathing, lavatory, and toilet facilities. 


Nursing homes as we know them to- 
day may not be the nursing homes as 
we shall know them tomorrow. Although 
dissemination and application of existing 
knowledge are of prime importance, this 
does not preclude the continued need for 
developmental research. Just because we 
know so much more than we actually 
apply is no reason not to continue to 
develop new and better methods of 
operation. We must continue to learn 
about current practices and situations 
for intelligent program development and 
action. This is true for all levels of 
government and for lay and professional 
organizations that have an interest and 
concern in nursing homes. We need 
special projects {» dem. strate the actual 
advantages (ar the dis- 
advantages) 0. various apparently good 
but unproved ideas. Research also con- 
sists of projects which would have as 
their primary purpose the planting of 
proved ideas so that they will become 
established and spread throughout all 
areas of our country. 

At this time I would like to raise the 
question, “Should a nursing home exist 
by itself?” The primary goal of a 
nursing home should be to maintain and 
restore patients to the highest level of 
health possible. We realize that for 
many of the patients this facility will be 
their home for the rest of their lives. 
Patient needs will vary from time to 
time and may range all the way from 
intensive care commonly associated with 
that provided by hospitals to residential 
living on their own. In any event, for 
the time they are in the facility, it is 
home—and therefore it should be as 
homelike as is consistent with the level 
of care being given. Many people be- 
lieve a facility that cares for older people 


should be able to meet a wide range of 
needs. They believe a nursing home 
should not exist by itself but should at 
least have a unit for patients who are 
relatively well and who need only per- 
sonal, group living, or domiciliary care. 
On the other hand, they believe that a 
home for the aged (one that is primarily 
for the accommodation of aged individu- 
als who are not in need of assistance 
with the essential activities of living in 
a protected environment) should also 
have a nursing unit. Many people be- 
lieve it is desirable to have hotel, apart- 
ment, and cottage style residential living 
units on the grounds and some believe 
there should also be a hospital unit of 
some kind. Such a combination facility 
creates special environmental health 
problems relating to inspection, main- 
tenance, and operation as well as con- 
struction and equipment. 

What are some of the methods and 
technics employed to meet the environ- 
mental needs of nursing homes? There 
are two basic approaches in so far as 
governmental agencies are concerned. 
One is through education and the other 
is through regulation. 

Should not communities be encour- 
aged to pass local ordinances and estab- 
lish legal standards in excess of the 
minimum standards adopted at the state 
level for state-wide application? Gener- 
ally speaking the more progressive state 
agencies and state nursing home associa- 
tions are in complete agreement with 
this approach. Under these circum- 
stances educational programs become 
paramount. Laws, regulations, and en- 
forcement become necessary only for 
those nursing homes that are poorly 
operated and should be closed. The 
value of the educational approach versus 
that of the police officer is well known. 

I believe the best job will be done 
when a qualified local health depart- 
ment is responsible for improving nurs- 
ing home standards with the state 
agencies giving assistance and support. 
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The trend is in this direction, that is, of 
giving local health departments more 
and more responsibility in the nursing 
home program. 

Law enforcement procedures, grading, 
and inspections are also problems you 
know well. Nursing home and agency 
personnel responsible for nursing home 
regulations are just beginning to gain 
experience in this field. At the federal 
level we are developing a National 
Nursing Home Standards Guide to assist 
state and local agencies, associations, 
and other groups in developing and im- 
proving nursing home standards. The 
suggestions and recommendations in this 
guide will relate to such general areas 
as the establishment, maintenance, and 
operation of nursing homes. Of special 
interest to you will be the chapters on 
physical facilities as well as plant main- 
tenance and operation. You will also be 
interested to know that a recent addition 
to our staff is a full-time engineer who 
will be responsible for the environmental 
health and safety aspects of nursing 
home care. We hope he will be instru- 
mental in carrying on and promoting 
the activities | have outlined in this 
paper, including leadership and develop- 
ing printed materials that state and local 
communities may adopt for their use. 
He will carry on his work primarily 
with state and local engineering counter- 
parts working through the engineers in 
the Public Health Service Regional 
Offices. 

I have mentioned the need for a 
greater and wider dissemination and ap- 
plication ef existing knowledge. I have 
described general areas to be covered 
and the needs that exist as I see them. 
I have mentioned something of the 
methods and technics that are being 
used. Last of all I make a plea for 
simplicity, consideration, understanding, 
and sympathy with all who are engaged 
in the varied and complex problem of 
improving patient care in nursing 
homes. There is no limit to what needs 
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to be done—nor is there any limit to 
what can be done if we have the neces- 
sary love and understanding. Love has 
been called a warm intelligent concern 
for the welfare of others. Agency nurs- 
ing home personnel, patients in nursing 
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homes, and especially their families 
need more love and understanding. If 
we have the love of God in our hearts 
we will have the necessary love and 
understanding to do our job. The Bible 
says “God is love.” 


Dr. Underwood is chief, Nursing Homes Services Section, Chronic Disease 
Program, Bureau of State Services, U. S. Department of Health, Education, 
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OSPITAL and medical research center 
H environments are of close and per- 
sonal concern to each of us when it is 
realized that one out of every seven per- 
sons in the United States will be ad- 
mitted to close association with these en- 
vironments during the coming year. 
Actually, an even greater portion of the 
general population comes in contact with 
these institutions, for the number of hos- 
pital employees in this same _ period 
totaled 1.5 million, not including the 
growing cadres of investigators in the 
biomedical sciences who are affiliated 
with many of our hospitals and medical 
research centers. Responsibilities for 
the care and protection, including ex- 


posure to detrimental environmental 
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factors, of the patient and staff member 
is assumed by the institution. The 
authors of this paper intend to discuss 
various aspects of the physical environs 
of hospital and medical centers and the 
control of chemical, biological, and 
radiological materials which may ad- 
versely affect the patient population or 
personnel. Inclusion of medical _ re- 
search centers within our area of con- 
cern is prompted by (a) the significant 
trend in a number of hospitals to in- 
clude clinical research within their medi- 
cal program and (b) the related prob- 
lems that these medical centers share 
with the hospitals they embrace. 

While real progress has been made in 
developing a uniform accident reporting 


system among the nation’s hospitals, we 
are aware of the lack of similar data col- 
lection efforts that could equally define 
the extent of their laboratory, food- 
borne, pediatric, surgical, and other hos- 
pital-acquired infections, as well as acci- 
dental overexposure to radiation or toxic 
chemicals. Such accidents have been re- 
ported in technical literature; however, 
incidents of laboratory infections, hos- 
pital epidemics, and other institutional 
epidemics which have not been reported 
are known to the authors. With few ex- 
ceptions, such episodes are not required 
to be reported outside of the hospital. 
There is, in fact, reason to believe that 
a majority of these episodes go unre- 
ported, and the true magnitude of the 
problem in clinical areas and labora- 
tories cannot be estimated closely at 
present. 

One result of the research-slanted 
trend has been the introduction of new 
and sometimes complex clinical diagnos- 
tic and treatment procedures, which 
have widened the health needs in the 
physical environment of our hospital and 
medical centers far beyond our earlier 
concerns for laundry 
operations, and general sanitation. To- 
day’s frontiers extend to bacteriologic 
air quality in operating rooms, nurs- 
critical patient-care 
areas; control of radioisotopes used in 


water, wastes, 


eries, and other 
clinical and research activities; precau- 
tions necessitated by intensive concen- 
trations of virulent organisms and toxic 
chemicals in such 
factors as hospital building maintenance. 


laboratories; and 


These considerations are complicated 
further by many of the common charac- 
teristics of clinical care and medical 
research activities among which are (a) 
high-density populations of persons in 
various stages of debilitation and sus- 
ceptibility to infections and (b) above- 
concentrations of potentially 
dangerous organisms. A different, but 
also important, concern is the need for 
environmental controls that will ade- 


average 
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quately minimize interference with re- 
search results. Large investments in col- 
lected data, in terms of professional per- 
sonnel, expensive research materials, 
and special equipment and test facilities, 
can be lost or severely compromised by 
unsatisfactory or incomplete environ- 
mental controls. 

In consideration of the needs of these 
institutions, we have narrowed our in- 
terests primarily to the inanimate en- 
vironment. However. personal 
habits and dress characteristics of pa- 
tients and staff members that will alter 
the status of the physical environment 
also are included within our purview. 
Based on the authors’ experiences at 
medical research centers and hospitals, 
four principal needs, fundamental to the 
development and maintenance of a 
healthful environment in hospitals and 
medical centers, have been identified. 
These needs are as follows: (1) Identi- 
fication of potential health problems dur- 
ing the facilities planning stages and in 
improvement of environmental conditions 
by continued surveillance; (2) services 
of a trained environmental health spe- 
cialist or group, supported by laboratory 
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and specialized consultative services, re- 
sponsible to the hospital’s administrative 
head but working in close technical liai- 
son with all chiefs of service and depart- 
ment heads: (3) emphasis on educating 
personnel to problems associated both 
with the patient-care and biomedical re- 
search environments; and (4) a con- 
tinuing search for, and application of, 
standards based on health rationale. 

To fulfill these needs, certain adminis- 
trative devices should be set up within 
the organization to carry out the fune- 
tions of planning of new facilities, 
supervision of details of their construc- 
tion, surveillance of the existing struc- 
ture and organization, finding and ap- 
plication of standards, and institution of 
corrective measures where they are 
needed. 

Our present practice, largely, is to 
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leave this to the medical and nursing 
personnel. In the past, they have made 
many contributions to this field; but 
today, in the busy pinch of specializa- 
tion, there is seldom anyone whose spe- 
cific business it is to know if the louvers 
of the operating-room ventilation inlet 
are covered with a 16th of an inch of 
accumulated grime heavily infested with 
Clostridium perfringens, that clean 
linens are inadequately protected, or that 
the air bearing tubercle bacilli is moving 
out of the door of an isolation room into 
the hallway. Certainly in the experi- 
ence of the authors, these and many 
similar situations are seldom getting the 
attention of the physicians, nurses, 
housekeeping and administrative person- 
nel, or a committee whose interests may 
include the possible consequential effect 
In almost every in- 
stance, the demands of more pressing 
duties preclude the examination of these 
“minutiae.” 

Even if time permitted, the complexi- 
ties of present day chemical, biological, 
and radiological agents prevent their po- 
tential dangers from being a spare-time 
responsibility of personnel with no 
“specific” training in the problem areas. 
Particularly the large 
medical research centers need multidis- 
ciplined teams to be responsible for all 
facets of their environmental problems. 
The smaller institutions need at least one 
person with broad training in the several 
facets of the problem to carry out these 
functions. Professional competencies in 
hospital sanitation, radiological health, 
industrial hygiene and toxicology, and 
bacteriology and aerobiology must be 
present and in turn be complemented by 
an intimate knowledge of institutional 
administrative procedures and opera- 
tional activities. 

In the present administrative func- 
tions of most institutions will be found 
the practice of combined operation and 
inspection. The x-ray and radiological 
technicians monitor and judge the con- 


of such conditions. 
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tamination and exposure of their own 
work. The housekeeping department in- 
spects and judges, almost always by 
visual observation alone, the cleanliness 
achieved by that department’s opera- 
tions. It is only human nature often to 
be less critical of one’s own work. There- 
fore, in institutions where these factors 
may, in the short or long view, influence 
life and death, the well proved principle 
must be observed of the “separation of 
operation and inspection.” Thus, the 
work of the housekeeping, radiology, 
maintenance, and several other depart- 
ments and services should be inspected 
by persons entirely outside their own 
ranks, 

This is not to say that careful self- 
examination has no place in the institu- 
tion; but where it is necessary, it should 
be formalized as much as possible and 
be backed up by inspection by others. 
Even in the smaller hospitals,  self- 
examination should not be relied upon 
exclusively; for even here, the examina- 
tion and evaluation of the environment 
is too complex to permit a casual ap- 
proach by personnel not specifically 
trained. 

In institutions of all levels of size and 
environmental complexity, the persons 
carrying out the functions of planning, 
direction, and surveillance of the en- 
vironment need more than the normal 
foundation of training and experience in 
community sanitation. Certainly knowl- 
edge of the well established foundation 
provided by food, water, and milk sani- 
tation serves as a good background. 
However, there also must be specialized 
knowledge of institutional administra- 
tion; clinical and surgical procedures; 
and of chemical, biological, and radio- 
logical agents. 

Supporting the local personnel, expert 
consultative service should be available 
to provide knowledge in depth based on 
the experience of other institutions and 
the latest research in the field. 

In addition to the broad background 
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of training needed, a person in this field 
must have a sense of responsibility for 
the environment, “must be able to see 
with [his] mental eye the septic fer- 
ments”! that sometimes occur in the in- 
stitutional environment. He must be so 
impressed with the importance of his 
mission that he will live with and for 
the job; yet he must not have his per- 
ception dulled by close association with 
the problem nor become defensive. In 
addition to his technical abilities, he will 
have to be part salesman to sell his work 
to those who have not yet been con- 
vinced of its importance. 

To give these positions the stature 
and authority they must have, they 
should function administratively in a 
staff capacity—as the eyes, ears, and in 
some cases, the conscience of the ad- 
ministrator, and of individuals in 
charge of the institutional environmert. 
Such persons should, perhaps, have non- 
voting membership in infections, radio- 
isotopes, and similar committees and 
have direct aecess to the administrator 
and to the chiefs of services. 

How can_ institutions afford this 
service including not only the direct 
costs of the personnel but also the costs 
of changes of the environment that may 
be found necessary? More pertinent is 
the question how they can afford not to 
have the program, which will certainly 
be less costly than the legal suits that 
may result from hospital-acquired in- 
fections, the lives and time that may be 
lost. and the research results negated 
by contamination. In fact, many of the 
environmental changes are found to pay 
for themselves, for close study and the 
application of specialized knowledge can 
eliminate expensive materials and prac- 
tices which are ineffectual, as well as 
specify those which are worth their cost. 

In extremely small institutions, say 
hospitals of 25 beds or under, formal 
self-inspection is better than casual or 
subconscious observation. However, a 
number of these small hospitals or a few 
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slightly larger ones might employ one 
man to serve several in this capacity as 
a joint employee. In some situations, 
the local department of health may find 
it possible to supply this service to the 
hospitals in its community. The larger 
institutions of 150-400 beds could profit- 
ably employ at least one man full time 
in this capacity while larger hospitals 
and medical research centers may well 
need a multidisciplined organization 
comprising several full-time specialists. 

No matter what the size of the organ- 
ization devoted to this problem, its sole 
responsibility must be the integrity of 
the institution’s environment and _ this 
must be recognized to the end that the 
work will have the attention and respect 
of medical and administrative personnel. 

The first opportunity for the organiza- 
tion to shape its future in a new en- 
vironment will be in the planning stages. 
It is here that extreme care and fore- 
Knowl- 
edge and experience applied to planning 
of the environment of a facility to be 
constructed can prevent costly errors 
and can reduce operational and main- 
tenance costs. Environmental planning 
must be done through review of plans 
covering new construction or modifica- 


sight pay enormous dividends. 


tions to existing facilities, while there is 
still adequate opportunity for revision 
of the proposed construction to correct 
actual and potential deficiencies. Only 
through careful study of this type can, 
for example, air intakes to critical areas 
be so located as to minimize short cir- 
cuiting of highly contaminated air from 
the laboratory exhaust. As an example 
of short circuiting. the authors have 
found as much as 4 per cent of the par- 
ticulate matter from the exhaust of a 
well designed, modern hospital reap- 
pearing in the surgery air inlet. This 
amount is probably exceeded in other 
situations. Many other potentially dan- 
gerous problems can be avoided by plan- 
ning. Special equipment such as hoods, 
sterilizers, and incinerators can be spe- 
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cified during planning when design 
standards, based on hazards associated 
with the activity, can be applied. 

Although development of a thorough 
systematic review of plans will minimize 
or preclude many environmental defi- 
ciencies, planning must be comple- 
mented by continuing surveillance to in- 
sure that operational short cuts do not 
introduce additional environmental haz- 
ards. Wherever possible, quantitative 
data defining environmental base lines 
should be developed to evaluate environ- 
mental changes without resorting to rule 
of thumb or traditional practices. This 
is of considerable importance when it 
is realized that even standardized clini- 
cal care equipment such as delivery 
room resuscitators can be indicted in 
disease outbreaks. 

Questions that should be evaluated 
may include the following: What is the 
number of viable organisms normally 
present per cubic foot of air in an oper- 
ating room? What variation should be 
anticipated under normal conditions? 
What are similar norms for other critical 
areas such as nurseries, sterile rooms, 
and infectious laboratory areas? What 
epidemiologic inferences can be drawn 
from changes in normal levels? 

Protection of the institutional environ- 
ment cannot be confined solely to the 
organization with the basic responsi- 
bility, but it must be carried on with an 
enlightened and conscious effort by 
every staff member. Some amount of 
staff training, then, is necessary. 

In the past, education or training 
usually has been confined to instruction 
of kitchen personnel in the proper food 
handling procedures, alerting house- 
keeping to potential hazards and neces- 
sary precautions for waste handling, and 
training nursing attendants in basic bed- 
side sanitation. All of these are neces- 
sary in any environmental health pro- 
gram. However, staff assistance both in 
program implementation and in accept- 
ance of rigorous environmental controls 
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can be gained only if all professional 
personnel are kept aware of the prob- 
lems of environmental health. Plant 
engineers should know why design re- 
quirements, which may be unusual and 
uneconomic when based on traditional 
design criteria, are required due to their 
effect upon critical areas of an institu- 
tion’s environment. The necessity for 
special ventilation equipment should be 
explained to research personnel in terms 
of biological, industrial hygiene and 
toxicological experience. Clinical per- 
sonnel should be alerted to the import- 
ance of limiting traffic flow in and out 
of critical areas so that design air flow 
patterns are not reversed and so that 
contamination is not transported _be- 
tween areas. Even some members of the 
medical and nursing staff must be re- 
minded constantly that wounds and the 
newborn are not to be handled with bare 
hands, that proper scrub-up and dress is 
mandatory for even the shortest visit to 
certain critical areas, and of many other 
precautions that are all too frequently 
bypassed under the pressure of day-to- 
day work demands. 

Subprofessional personnel need train- 
ing as well. Seminars should be held in 
order that housekeeping and mainte- 
nance personnel may understand why 
certain cleaning and building mainte- 
nance procedures are required instead of 
the previously used criteria of general ap- 
pearance. Bacteriologically satisfactory 
wash-up and isolation procedures should 
be taught to nurses’ aids and practical 
nurses. 

Seminars, meetings, and formal lec- 
tures are useful; but a continuing bar- 
rage of stimulating information should 
be used to keep the staff alert to dangers 
from the environment. Posters, exhibits, 
newsletters, and contests all have an im- 
portant place in reducing human errors 
to a minimum. Last, but not least, to 
obtain any degree of success, the hos- 
pital administrative structure must be 
made aware of the justification for these 
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measures and must be shown how they 
may actually pay for themselves in the 
long run. 

One of the greatest obstacles, however, 
to improvement of the institutional en- 
vironment is the almost complete lack of 
standards in this field. Almost univer- 
sally, reliance is placed on appearance. 
A floor “looks” clean, linens are “clean” 
because they are white, air is assumed 
to be clean because we cannot see it. 
Perhaps we can use the analogy that 
although most water and milk “look” 
clean, we have learned that we cannot 
rely on their appearance if we are to 
avoid water and milk-borne epidemics. 

Riley and Wells,* in their classic work 
on air hygiene, showed that the tubercle 
bacillus can be air-borne and can infect 
laboratory animals. Many other bio- 
logical agents in the inanimate environ- 
ment have been implicated or suspected 
of being capable of similar transmission. 
In spite of this, there are, as yet, no 
satisfactory standards for measurement, 
much less for allowable levels of bio- 
logical contamination of institutional 
air. 

Standards over the years have been 
developed for water, food, and milk 
based on our experience with these 
products as found in actual practice and 
their relation to the incidence of disease. 
Standards of medical and surgical care 
have made marked advances in response 
to research in fields. Similar 
standards for the environment of institu- 
tions have not kept pace. 

For many years, the specifications for 
the ventilation systems of institutions 
have dealt only with the parameters of 
temperature and humidity. If air clean- 
at all, it was 
largely in terms of the smudges which 
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liness was considered 


developed on ceilings and walls adjacent 
to air outlets. Means are now at hand, 
however, for examination of the bio- 
logical quality of air and for the evalua- 
tion of the efficiency of biological air 
cleaning devices.® Despite the avail- 
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ability of these technics of measurement, 
standards, although suggested, have not 
yet been fully established.? Much more 
work needs to be done to relate the 
actual values of air cleanliness to infec- 
tion rates. 

Perhaps even less progress has been 
made in establishing standards for the 
cleanliness of surfaces in institutions. It 
is possible to quantitate the biological 
contamination of surfaces in the institu- 
tional environment with some degree of 
reproducibility,’ but no standards have 
been validated. In fact, there is insufh- 
cient evidence upon which to base judg- 
ment of the relative importance of differ- 
ent surfaces—such as floors, walls, ceil- 
ings, and fomites. One of the greatest 
gaps in standards is that for germicidal 
agents. This problem is so complex in 
its many ramifications and interpreta- 
tions that few, if any, real standards 
exist nor are they likely to in the next 
few years. 

At present, the best environmental 
standards for institutions are probably 
established in the radiological field. 
Here, well known and specific standards 
are enforced, although further research 
and experience may fu:iher define these 
standards. Similarly, some standards are 
available as criteria for the presence of 
many chemicals in the institutional en- 
vironment; but these, based on normal 
human experience, may have to be 
further refined in reference to the spe- 
cial institutional populations. 

The lack of standards that can be ap- 
plied to the institutional environment is 
and will remain a major handicap to 
the development of an optimum environ- 
ment until well justified, easily meas- 
ured standards can be established. This 
can be done only by a coordination of 
research in many fields—including those 
of bacteriology, epidemiology, chemistry. 
engineering, physics, radiology, and 
many others. Still largely untapped and 
offering a large potential for acquiring 
this useful kind of information are the 
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Air Cleaning Course for Experienced Engineers 


Harvard School of Public Health is to conduct an intensive course on air 
cleaning June 19-23. Lectures and laboratory sessions will be held on basic theories 
and principles of aerosol and gas collection; stack sampling methods and data evalua- 
tion; and performance of typical air and gas cleaners. Preliminary sessions will 
afford a review of basic engineering principles in order that coverage and advanced 
material may be as comprehensive as possible. 

Enrollment is restricted to those actively engaged in the practice of industrial 
hygiene engineering or air pollution control, and is limited to 40 persons. Tuition 
for the course is $150. A registration fee of $50 must be submitted with each appli- 
cation. For academic or field experience requirements and further information 
write to: Leslie Silverman, Sc.D., at the school, 55 Shattuck Street, Boston 15, Mass. 
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The changing world of public health and some of the consequences to be 


anticipated are the themes on which this paper comments. Readers 


should reflect particularly on technological change and 


its promise for public health. 


THE CHRONIC DISEASES AFFECT OUR ECONOMY— 


A LOOK AT THE FUTURE 


Albert L. Chapman, M.D., M.P.H., F.A.P.H.A. 


N° NATION is more enamoured of its 
standard of living than the United 
States. Since uncontrolled disease and 
disability adversely affect our ability to 
sustain our standard of living, | am con- 
fident that efforts will be intensified in 
the near future to determine the basic 
causes of the chronic noninfectious and 
malignant diseases and to apply more 
effective methods for their control. The 
importance of production to our stand- 
ard of living can be better under- 


stood by examining the formula S=e 


in which S represents our Standard of 
Living. P the number of Producers, and 
C the number of Consumers. 

Certain factors in recent years have 
tended to increase the number of con- 
sumers. There has been an upsurge in 
the birth rate and longevity has steadily 
increased. There also have been factors 
which have tended to decrease the num- 
ber of producers—earlier retirement, a 
prolongation of the average period of 
education, and a shorter work week. 

The reason why our standard of liv- 
ing, under the impact of these adverse 
influences, has continued to improve 
rather than suffer a severe decline is 
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that technological progress until now has 
been able to increase the number of 
units of production per man-day. How 
long this adverse situation, if allowed 
to continue, can be successfully com- 
pensated is anyone’s guess. It poses a 
continuing threat to our way of life. 

There are several important ways in 
which the chronic diseases adversely 
affect the economy. According to the 
National Health Survey there are, in our 
country today, approximately 69 million 
persons with some chronic disease or 
impairment, 17 million of whom are 
limited in their activities by a chronic 
condition, 1.1 million are confined to 
hospitals. 

The estimated prevalence of diabetes 
in the United States is 1.5 million known 
cases and an estimated 1.4 million un- 
discovered cases. 

Glaucoma is the major cause of blind- 
ness in the United States. The possi- 
bility of the development of glaucoma 
increases with advancing age, a sharp 
rise occurring in the age group from 
50 to 54 years of age. We have 120,000 
known cases of this disease, and it is 
estimated there are 1.2 million unknown 
cases in persons over 40 years of age. 

It is estimated that at least 10 million 
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people in the United States have some 
form of cardiovascular disease. While 
their illness incapacitates these people 
to a varying degree, many are unable 
to work at all. Others are forced to 
work part time or at less demanding 
work, which means less pay. 

First of all, once these chronic dis- 
eases occur they last a lifetime, and as 
a rule they are not cured. At best 
they can be contained. Because of 
these characteristics, periodic treatment 
is required. This makes necessary the 
commitment of costly goods and services 
which otherwise would be available for 
more constructive purposes. 

Second, they often strike down and 
incapacitate breadwinners at a_ time 
when they are at the peak of their use- 
fulness. 

Finally, many victims of the chronic 
diseases live on as consumers but can 
no longer be producers because of their 
disabilities. 

This tends to unbalance the equation: 

Pp 

The number of consumers remains 
the same or increases, while the number 
of producers decreases. This tends to 
lower our standard of living. 

Some awareness of this threat to our 
economic health is evidenced by the 
steady growth in dollar support for the 
National Institutes of Health—the basic 
research arm of the Public Health Serv- 
ice—during the last 13 years. 

In 1946, the budget of the National 
Institutes of Health was approximately 
$2.816,000. In 1959, it was $294,383,- 
000. Research budgets, other than those 
of the National Institutes of Health, have 
also shown large increases. 

Support for the application of research 
findings on the other hand has been 
significantly uninspired. The reasons 
given for this lack of enthusiastic sup- 
port are varied and many, but none 
have the ring of conviction. Spending 
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millions for research and pennies for 
application is like buying bread and 
not eating it, since medical research 
remains sterile until the results of re- 
search are applied and actually bring 
about a betterment in man’s health. 

As we contemplate today’s health 
problems and seek solutions to these 
problems, it can be helpful to take a 
cue from industry. It is hard for an 
inefficient industry to survive in today’s 
highly competitive society. A success- 
ful industry constantly strives to keep 
its various stages of product develop- 
ment and marketing in balance. Equal 
emphasis is placed on all phases of the 
industrial process: (1) research and 
development, (2) applied research (the 
pilot plant), (3) production, and (4) 
sales and distribution. No industry can 
translate even the most ingenious in- 
vention into dollar profits if the inven- 
tion is not whipped into marketable 
shape through applied research; pro- 
duced in large quantities so that it can 
be sold at a competitive cost; and sold 
and distributed by a highly efficient 
sales force using the most modern 
methods of mass motivation. 

How many potentially applicable 
medical and scientific discoveries are 
not being widely applied today because 
of a failure to achieve and maintain 
the proper balance in all phases of the 
development and marketing of health 
products? We know that if children 
with rheumatic fever take penicillin pro- 
phylactically there is little chance that 
they will get rheumatic heart disease. 
Yet, studies show that children with 
rheumatic fever by and large are not 
taking penicillin regularly. Where is 
the weak link in our chain? 

We are told that half the people in 
the United States who have diabetes are 
not aware of it. Specific, inexpensive 
tests for detecting diabetes have been 
available for many years. Again, where 
is the weak link? 

There is a workable test for early 
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cancer of the cervix. In 1957, 12,900 
women died of cancer of the cervix be- 
cause cancer was found too late. Will 
as many women die of cancer of the 
cervix in 1959 as in 1957? If so, will 
we be able to identify and strengthen 
this weak link in our chain to control 
this disease? 

One way for a community to identify 
and strengthen these weak links would 
be to call a board of directors meeting 
for the purpose of appraising local 
health problems and tabulating the re- 
sources needed to improve the local 
health situation. On the board could be 
the health officer, the president of the 
local medical society, representatives 
of local hospitals, voluntary health 
agencies, welfare agencies, and others 
charged with responsibility for safe- 
guarding the health of people. It might 
be well for the health officer, if he 
would, and others, if he would not, to 
put questions such as those I have 
raised to this community board of 
directors. 

I fear that if such a community board 
of directors does not soon concern itself 
with these questions, one day the stock- 
holders may ask even more penetrating 
questions. 

The trouble is that so many indi- 
viduals, so many agencies, and so many 
institutions in every community are di- 
rectly or indirectly concerned with the 
provision of health services that respon- 
sibility for failure cannot be pinned 
down to any one of them. The develop- 
ment of some semblance of order out of 
the present chaos must precede any 
marked improvement or expansion in 
the provision of modern types of health 
services. Since so many people are 
partly responsible for community health, 
the first step to be taken in restoring 
order to the community scene is to de- 
velop a local plan for providing coordi- 
nated and comprehensive community 
care. 


Only through meeting together on a 
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voluntary basis and discussing the pro- 
vision of community health services in 
an objective fashion can the responsi- 
bility for specific segments of health 
care be definitely assigned to one or 
more community groups. A movement 
in this direction may be seen in the be- 
ginning coalition of the interests of hos- 
pitals, nursing homes, rehabilitation 
centers, and, occasionally, health depart- 
ments in a few communities. This is a 
start. It may even represent a trend 
that hopefully will eventuate in the 
development of sensible, workable plans 
for coordinated community care through- 
out the nation. We have failed signally 
to sell the value of preventive medicine 
to the taxpayer—to the man on the 
street. He has bought research, but he 
has not bought application. 

One of the biggest handicaps from 
which we public health workers suffer 
is our awkwardness, our ineptness, in 
changing attitudes, both our own and 
others. People tend to support only 
that which they can understand. Obvi- 
ously, we have not had marked success 
in getting people to understand the im- 
portance of applying preventive health 
knowledge. 

This may be due to our own attitudes 
—which may need changing. For ex- 
ample: 

1. Do we rationalize our failure to gain sup- 
port by saying to ourselves, “People are 
stupid! If they were not, they would back 
us up?” 


2. Or, do we insist on presenting our story to 
the public in polysyllabic words lest we 
perchance be identified with those who 
sell goods in the market place? 

3. Or, do we fail to appreciate the importance 
of “the laying on of hands”—of providing 
tangible services that laymen can under- 
stand and will appreciate? Have we in- 
stead provided an unacceptable substitute 
made up of equal parts of consultation, 
advice, and often ineffective pamphleteer- 
ing? 

4. Or, have we been too busy or too indif- 

ferent to seek aggressively to involve the 

many other community agencies, organiza- 
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tions, and groups in our health planning, 
and have we thereby deprived ourselves of 
understanding supporters, the lack of which 
we constantly decry? 


These are interesting questions, the 
answers to which may help our self- 
analysis. 

However, people’s attitudes other than 
our own also constitute obstacles to 
public health progress. In fact, if there 
is one single ability which most typifies 
an effective public health worker, it 
is the ability to change other people’s 
attitudes without offending those whose 
attitudes are being changed. Belated 
recognition of this fact is largely re- 
sponsible for the current rash of moti- 
vational research in the public health 
field—something that industry found im- 
perative to undertake many years ago. 

The human tendency to “stand pat,” 
to eschew change, is a defense mecha- 
nism built into people to protect them 
from prematurely embracing the many 
“isms” and half-baked ideas which con- 
stantly bombard them. Unfortunately, 
it also makes them impervious to many 
excellent ideas and soundly conceived 
plans. Modern advertising methods take 
this into account. They are specifically 
designed to change attitudes as quickly 
as possible—to shorten the lag period 
of acceptance—to anesthetize the inborn 
defense mechanism which prevents the 
It is vital to 
the success of our public health efforts 
to recognize the need to learn how to 
motivate others to change their attitudes 

skillfully and effectively, albeit with 
the dignity which characterizes our pro- 
fession. And, we must be amenable to 
change ourselves—to the acceptance of 
new and worth-while ideas. 


acceptance of new ideas. 


Our society has never been in a 
greater state of flux. It is more eco- 
nomical today to use a 20 cent syringe 
once and throw it away than to sterilize 
it and use it again. One man manipu- 
lating a system of electronic controls 
in a factory can do the work formerly 
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done by 75 men. Automation, mass 
production, reducing hand labor to a 
minimum, has become a way of life— 
the alleged new road to industrial sur- 
vival. 

I have neither the competence nor the 
desire to comment on the merits or de- 
merits of either automation or mass pro- 
duction. However, I believe it is merely 
good reporting to say that it looks as if 
both were here to stay. 

One may ask, “Of what interest is 
automation and mass production to me?” 
I believe that laboratory directors will 
be interested for they eventually will 
have to turn more and more to automa- 
tion and mass production to be able to 
handle the potential analytical load 
which undoubtedly will be laid upon 
them as soon as a few more attitudes 
have been changed. The trend toward 
periodic physical and screening exami- 
nations is definitely upward. Can the 
average laboratory efficiently and eco- 
nomically handle a tenfold increase in 
the present number of laboratory tests 
that are being performed? Tests that 
are an integral part of all physical and 
screening examinations ? 

Consider the increased volume of labo- 
ratory work that will be needed as soon 
as preventive medicine really hits its 
stride. When effective tests for arthritis 
are developed, millions of additional tests 
will have to be done each year. When 
the time comes that all eligible women 
are examined periodically for evidence 
uterine cancer, will 
present methods of organization permit 
the handling of the increased work load? 
In the not too distant future there is 
every reason to believe that accurate, 


of cervical and 


economical diagnostic screening 
tests will be perfected for many diseases 
not now subject to routine laboratory 
study—for cancer of various sites of the 
hody, for cirrhosis of the liver, for 
nephritis, in fact for all disease states 
toward which laboratory workers may be 


willing to direct their attention, and to 


which they may be willing to commit 
their resources. 

There are signs that changes along 
these lines already are occurring in labo- 
ratory practice. The clinitron, the cyto- 
analyzer, and the autoanalyzer, in a 
sense, are straws in the wind—the fore- 
runners of a new emphasis on quantity 
and automation in laboratory operation. 

What role in future laboratory work 
will spectroscopy play? And _electro- 
phoresis? And paper chromotography ? 
The vistas of tomorrow's laboratory 
worker are boundless! 

Nor will the laboratory director be 
able to limit himself any longer to the 
workbench, the test tube rack, and the 
Bunsen burner. He will have to become 
a teacher, a trainer, a researcher, a pro- 
moter, and an administrator, as well as 
an analyst. He will have to recruit and 
train a veritable army of medical tech- 
nicians. He will have to obtain and com- 
mit a great deal more money to research 


projects. He will have to promote greater 
interest in the work of his profession 
and a better understanding of the bread 
and butter importance of what his labo- 
ratory is doing. And, finally, he will 
have to become better versed in admin- 
istration—the effective handling of per- 
sonnel, the reduction of costs, the main- 
tenance of an ever-increasing output at 
lower unit cost. 

Public health is rapidly discarding 
its swaddling clothes. By its early suc- 
cesses it has intensified the problem of 
aging and brought the chronic illnesses 
into the spotlight of national attention. 
In drafting plans for an all-out assault 
on the chronic diseases as well as in the 
assault itself, public health administra- 
tors will have to rely heavily on labora- 
tory workers. As they have risen to 
meet past challenges, I am sure they will 
rise to the challenge of today’s chronic 
illnesses with vigor, imagination, and 
increasing effectiveness. 


Dr. Chapman, formerly chief, Division of Special Health Services, is now 
chief, Division of Accident Prevention, Bureau of State Services, Public Health 


Service, Washington, D. C. 


This paper was presented before a Joint Session of the Conference of State 
and Provincial Public Health Laboratory Directors and the Laboratory Section 
of the American Public Health Association at the Eighty-Seventh Annual 
Meeting in Atlantic City, N. J., October 21, 1959. 
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The apparent relationship between marriage and mortality is examined 


critically by Dr. Sheps. She concludes that things are not always what 


they seem, and that many factors may influence the movement of 


mortality ratios. An interesting exercise in logical thinking. 


MARRIAGE AND MORTALITY 


Mindel C. Sheps, M.D., M.P.H., F.A.P.H.A. 


1955, a well known newspaper" 
| carried a headline: “U. S. Statistics 
Prove It . . . Marry and Live Longer.” 
With the same logic, they might have 
continued: “and once you are married, 
hold on to your wife!” The “statistics” 
were official United States mortality rates 
for 1949-1951* which were lower at 
practically every age for married men 
and women than for single, widowed, or 
divorced persons. These rates have been 
discussed in some detail by Shurtleff,® 
who pointed out that the lower mortality 
rates among married persons are likely 
to be due in part to a process of “selec- 
Healthy persons are more likely 
to marry (or to remarry) than are those 
with chronic cardiac or neurologic con- 
ditions or with other disabilities that 
affect life expectancy. As compared with 
married persons, therefore, the “single” 
group will experience a higher mortality 
rate. Also, since there is a greater 
tendency that healthier widowed and 
divorced persons will remarry than the 
less healthy, it is the healthier group that 
reappears in the statistics as married. 


tion.” 


Relatively fewer deaths among mar- 
ried persons had been observed previ- 
ously.4 In addition to the effects of 
selection, explanations suggested for this 
phenomenon have included errors in 
classification of marital status in census 
figures or in death certificates, as well 
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as a possible real “protective” effect as- 
sociated with marriage.*"* 

The 1949-1951 figures have now been 
reexamined by Kraus and Lilienfeld® 
who stated that the outstanding feature 
of the statistics is a “great relative excess 
in mortality among the young widowed 
group.” They concluded that selection 
or misclassification in census or mor- 
tality statistics could not explain many 
of the differences they had noted as 
affecting widowed persons aged 20-35 
and proposed several alternative hy- 
potheses to account for an “increased 
mortality risk” in this group. 

If being widowed in the twenties or 
early thirties is really associated with 
an especially high risk of mortality, fas- 
cinating and potentially important prob- 
lems for further study come to mind at 
once. It may be well, however, to look 
further into the 1949-1951 statistics 
before assuming that such an association 
has been shown to exist. 


The Mortality Rates 


Table 1 shows average annual mor- 
tality rates by age, sex, race, and marital 
status as calculated? from the deaths 
occurring in 1949-1951.* The married 


* The rates for single persons under age 20 
have been omitted because they apply to ages 
0-20 while the rates for the other three 
categories include ages 14-20. 
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Table 1—Average Annual Death Rates, by Age, Marital Status, Color and Sex—United 


States, 1949-1951* (per 100,000 Population in Each Group) 


Color,Sex,and Age 
Marital Status ~<20 20-24 25-34 35-44 45-54 55-59 60-64 65-69 70-74 
White Males 
Married 145 128 147 322 868 1,716 2,529 3,653 5.457 
Single -- 196 309 736 1,629 2,851 3,988 5,410 7.805 
Widowed 90 496 633 928 1,734 2,631 3,621 4,851 6,818 
Divorced 196 333 533 1,140 2,246 3,562 4,7 6,604 9,223 
White Females 
Married 84 71 100 215 511 961 1,506 2,329 3,87 
Single ~- 91 175 320 623 1,088 1,588 2,435 4,187 
Widowed 418 263 266 395 728 1,187 1,810 2,697 4,406 
Divorced 141 143 223 391 718 1,285 1,998 3,284 5,77 
Nonwhite Males 
Married 248 281 372 674 1,494 2,612 3,337 3,646 5,043 
Single -— 418 818 1.813 3,362 5,428 6,176 7,105 9,405 
Widowed 1,111 725 1,444 1,986 3,733 5,490 6,451 6,053 7,797 
Divorced 753 418 72 1,545 3,042 4,738 5,896 6,714 8.616 
Nonwhite Females 
Married 205 222 328 638 1,258 2,003 2,630 2,626 4,262 
Single —- 315 601 1,185 2,018 2,767 3,917 3,525 5,651 
Widowed 606 506 776 1,230 2,292 3,526 4,434 3,634 5,295 
Divorced 339 326 490 882 1,678 2,728 3,950 3,622 6,574 
* Source: Table 2 in Reference 2. 
group had the lowest rate in practically the census takers were instructed to 


all instances. Within a marital category, 
in each race and sex, there was a steady 
increase in mortality rates with increas- 
ing age if we exclude those under 20. 
Widowed persons had the highest rates 
in many of the younger groups, and 
second place was taken either by the 
single or by the divorced without a 
definite pattern. 


Are the Data Reliable? 


Census Data 


The base for each calculated mortality 
rate was an estimate of the correspond- 
ing 1950 population derived from a 
sample of 19.95 per cent of the popu- 
lation.© On examination, these estimates 
reveal some curious features. Although 
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sample every fifth person, the instruc- 
tions were not always followed cor- 
rectly.’ In the end, the sample included 
20.03 per cent of the females and 19.71 
per cent of the males in the population 
over the age of 25 years instead of 
20 per cent of each group* and the 
proportions varied in different parts of 
the country. Rather than attempt to 
correct for the unknown and variable 
errors in the sample, the Census Bureau 
multiplied each estimate by five. 
Moreover, the proportions sampled 
apparently varied according to marital 
status in each Table 46 in the 
census report® shows the total number 


sex. 


* The difference in the proportions sampled 
of the two sexes is significant at P <0.001 
when tested by the standard error of this dif- 
ference. 
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of single,* married,+ and widowed or 
divorced{ males and females as obtained 
from the complete population count. In 
Table 2, these numbers are compared 
with the estimates obtained from the 
sample. The apparent relative underesti- 
mate of widowed or divorced males in 
the sample was more than twice the 
underestimate of single males. In con- 
trast, the total number of women was 
slightly overestimated, but the sample 
estimate of “single” women was lower 
while that for “widowed or divorced” 
women was higher than the total count. 

The differences shown in Table 2 
would not in themselves affect the mor- 
tality rates greatly. But we cannot 
know how evenly the errors are dis- 
tributed in the separate age and race 


*Defined to include persons whose only 
marriage had been annulled. 

+ Defined to include “separated” persons. 

tlt is necessary to treat the “widowed and 
divorced” as one group in comparisons be- 
tween the sample estimates and total popula- 
tion count since the latter does not list them 
separately. 
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groups. It is known® that the total 
census enumeration missed larger pro- 
portions of children, of young males, 
and of nonwhites, than of other persons 
in the population. It is likely that 
unequal errors affect the marital esti- 
mates for different age-sex-race sub- 
groups. For example, the estimates 
(Table 3) for 1950 include for age 
14 the incredible figures of 1,670 male 
widowers, 1,320 divorces and 6,660 
married boys, as compared with a few 
hundred 14-year-old girls who had been 
widowed or divorced. Available United 
States marriage statistics are in conflict 
with these estimates and conform better 
to one’s expectations. In 1950, for ex- 
ample, 24 states reported 937 marriages 
where the bride was under 15 years 
old and 45 marriages where the groom 
was under 15.® Not surprisingly, young 
marriages are usually’® reported in 
small numbers with considerably fewer 
among boys than among girls. 

Another curious feature of Table 3 
is the size and trend of the ratio wid- 


Table 2—Comparison of Total Males and Females Aged 14 Years and 
Over According to Marital Status in Complete Population Count and 
in Sample Estimates—United States 1950* 


Sample Minus Total 


Absolute As Per cent of 
Total Count Sample Estimates Number Total Count 
Males 
Single 14.518.079 14,399,840 — 118,239 —0.81 
Married 37,399,617 36,866,055 — 533,562 —1.43 
Widowed or 
divorcedt 3.393.921 3.335.210 — 58,711 —1.73 
Total 55,311,617 54,601,105 — 710,512 — 1.28 
Females 
Single 11,454,266 11,418,335 — 35,931 —0.31 
Married 37,503,836 37,576,800 + 72,964 +0.19 
Widowed or 
divorced? 8.084.315 8,107,160 + 22,845 +0.28 
Total 57,042,417 57,102,295 +59,878 +0.10 
* Source: Tables 46 and 102 in Reference 6. 
t These categories are not presented separately for the total population count in Table 46. 
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Table 3—Sample Estimates of Widowed and Divorced Persons by Age and Sex— 


United States 1950* 


Males Females 
Ratio Ratio 

Number Widowed/ Number Number Widowed/ Number 

Age Widowed Married Divorced Widowed Married Divorced 
14 1,670 0.25 1,320 565 0.08 215 
15 1,475 0.21 955 610 0.03 330 
16 1,175 0.15 750 550 0.01 885 
17 810 0.05 575 895 0.01 2,285 
18 905 0.02 820 1,455 0.01 5,065 
19 630 0.01 1,810 1,750 <0.01 7,750 

(15-19) (4,995) (0.03) (4,910) (5,260) (0.01) (16,315) 
20-24 9,060 <0.01 50.855 25,280 0.01 97,090 
25-29 15,485 <0.01 103,255 57,490 0.01 158,990 
30-34 20,945 <0.01 116,180 91,945 0.02 176,175 
35-39 36,215 0.01 129,975 155.500 0.03 197,455 
40-44 58,650 0.01 134,110 253,750 0.06 190,410 
4549 92,070 0.02 130,940 391,825 0.11 165,980 
50-54 148,685 0.04 119,850 575,770 0.19 136,205 
55-59 210,065 0.07 97,790 738.245 0.30 96,830 
60-64 285,075 0.12 75,315 898,415 0.49 64,115 
65-69 358,880 0.20 53,995 1,068,905 0.84 40,255 
70-74 357,560 0.33 30,370 958,730 1.46 19,630 

* Source: Table 103 in Reference 6. 


owed/married. Contrary to the expec- 
tation that this ratio would increase 
with age, in the sample census data 
it is very high for young boys and 
decreases until age 30. The ratios for 
females, except at the earliest ages, 
change according to the expectation just 
outlined. 

There seems therefore to be very good 
reason for doubting the census data for 
marital status by age and sex. One 
must admit the possibility that rela- 
tively large errors affect some subgroups 
and, more generally, that the errors in 
various groups are not necessarily equal. 
In addition to incorrect answers,° mis- 
takes made by interviewers and errors 
in coding, punching or tabulating age, 
sex or marital status may all contribute 
to final misclassification. 


Mortality Data 

The rates were computed? from those 
United States deaths registered in 1949- 
1951 where the death certificates gave 
the necessary information about marital 
status. Errors of reporting or tabulat- 
ing sex, age, or marital status may 
have occurred in these mortality data*® 
but these possibilities cannot be checked 
at present. 


Possible inconsistencies of classifica- 
tion that cannot rightly be called 


“errors” but would affect the rates also 
come to mind. For example, motor 
vehicle and other accidents were among 
the causes of death where the widowed 
suffered much more than the married.” 
It is likely that when both partners to 
a marriage are fatally injured in the 
the earlier death is 


accident 
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counted as married and the second as 
widowed. Since both were in the mar- 
ried population, this would serve arti- 
ficially to decrease the married mortality 
rate and to increase the widowed mor- 
tality rate. The same pattern might be 
expected in other deaths occurring close 
together, as in the case of deaths due 
to acute infectious diseases. 

Despite these questions about the re- 
liability of the data, the consistent tend- 
ency** of mortality rates of married 
persons to be lower than those of all 
other marital classes makes it desirable 
to attempt to examine the trends more 
closely. 


Relative Mortality Ratios 


The differences between the mortality 
rates in Table 1 are often*-° evaluated 
by calculating “relative mortality” ratios 
such as are shown in Table 4. Each 
number in the table is the ratio of the 
observed mortality rate for a nonmarried 
group to the observed mortality rate for 
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the married population in the same age- 
sex-race category. 

The calculation of relative mortality 
ratios is a common and _ traditional 
method of comparing several sets of 
rates. But mortality ratios have serious 
limitations when used to characterize 
trends. A set of mortality ratios in any 
row of Table 4 is the result of changes 
in the denominator (i.e., recorded mor- 
tality rates for the married group) 
as well as of changes in the numerator. 
Since the numerator and denominator 
are both variable and not greatly dis- 
parate in size, regularity of behavior 
should not necessarily be expected from 
these indexes. For example, Kraus and 
Lilienfeld® laid considerable stress on 
comparisons of the magnitude of mor- 
tality ratios in the two sexes, at differ- 
ent ages and in different diseases. Many 
of their arguments depend at least in 
part on expectations of regularity in 
mortality ratios. Thus they concluded 
that misclassification in census or mor- 
tality statistics was unlikely to play an 


Table 4—Ratios of Death Rates for Nonmarried Groups in Table 1 to Rate for the 


Married Group—United States 1949-1951 


Color, Sex and 
Marital Status 


White Males 


Single 15 2.1 2.4 
Widowed 0.6 3.9 4.3 2. 
Divorced 1.4 2.6 3.6 3 


White Females 


Single ~ 1.3 1.8 1. 

Widowed 5.0 3.7 2.7 1. 

Divorced 1.7 2.0 2.2 
Nonwhite Males 

Single 1.5 2.2 

Widowed 4.5 2.6 3.9 2: 

Divorced 3.0 1.5 2.6 
Nonwhite Females 

Single - 1.4 1.8 19 

Widowed 3.0 2.3 2.4 19 

Divorced 1.7 15 1.5 1.4 


<20 20-24 «25-34 35-44 


Age 

45-54 55-59 60-64 65-69 70-74 
1.9 1.7 1.6 15 14 
2.0 15 14 1.3 1.2 
2 2.1 19 1.8 1.7 
1.2 11 Ll 1.0 11 
1.4 1.2 1.2 1.2 3 
1.4 1.3 13 1.4 15 
23 2 1.9 1. 1.9 
25 2 1.9 1.7 15 
2.0 18 1.8 1.7 
1.6 14 15 1.3 13 
18 18 1.7 1.4 1.2 
1.4 15 1.4 15 
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important role in producing the trends 
observed in Table 4 because, to explain 
the relatively high ratios for males and 
for younger persons, “ whether the 
errors were on death certificates or 
census returns or both, they would have 
to be proportionately greater for men 
than for women, and would have to be 
much fewer relatively with advancing 

In the Appendix, it is shown that, 
assuming that any two age or sex groups 
have exactly equal relative errors in 
census statistics and in mortality classi- 
fications, resultant mortality ratios for 
the widowed would vary according to 
the ratio widowed/married in each par- 
ticular population group. Since (Table 
3) the ratios widowed / married were not 
constant. and moreover census errors 
were probably not equal, there is no 
reason to expect that relative mortality 
ratios calculated from these statistics 
will be of equal magnitude. 


Possible Effects of Selection on 
Mortality Ratios 


One selective factor, mentioned earlier, 
which favors married as against single 
persons, is the smaller likelihood of first 
marriage for persons in ill health. It 
is reasonable to suppose* that the dis- 
in mortality rates produced 
factor should be greatest at 


crepancy 
by this 
those ages when first marriages usually 
occur. and should be less marked at 
higher ages. But selection favoring the 
married groups probably continues in 
later life both through the more frequent 
occurrence of widowhood in lower socio- 
economic groups and through selection 
in remarriage. Such factors would not 
only favor married as compared with 
widowed and divorced groups but would 
also favor married as compared with 
single groups, which were not being 
affected by a similar selective process. 
In this case, the direction of change 
with age in mortality ratios based on 


the married groups would depend on 
the relations between the various factors 
in question. 

To eliminate the effects of subsequent 
selective factors favorable to married 
women, Zalokar'' compared mortality 
rates of single women with those of 
“ever-married” women, i.e., of married, 
widowed, and divorced women added 
together. In this comparison the rela- 
tive mortality of single women decreased 
with age before age 75. This observa- 
tion supports the notion that selective 
factors may play an important role in 
producing the observed excess mortality 
in the nonmarried groups. It would 
not be surprising if the selective factors 
operated differently in the two sexes 
and in different racial and marital 
groups at various ages, producing dis- 
similar patterns in mortality ratios. 


Measuring Increased "Risk" 


The identification® of young widowed 
persons os subject to especially high 
mortality risks resulted from equating 
relative mortality with risk. The infer- 
ence was based on the observation that 
the highest mortality ratios were seen 


among widowed persons aged 20-35 
(Table 4). It may be questioned 


whether, in these circumstances, relative 
mortality is an appropriate measure of 
increased risk. A mortality risk is gen- 
erally expressed as the probability that 
a person in a given category will die 
in a defined period. Concretely, it is 
estimated by the proportion of people 
in that category who have died during 
the defined period. The principle under- 
lying the calculation of such proba- 
bilities or proportions is that the de- 
nominator should consist of those who 
experience or are exposed to the risk 
that is being estimated, whether the 
number exposed is the actual count or 
an estimate.!* 

The denominator of a relative mor- 
tality consists of the observed deaths 
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per 100,000 married persons. This de- 
nominator is not related to any persons 
who might be exposed to added risk 
associated with widowhood, with di- 
vorce, or with being unmarried. As has 
13,14 an “in- 
creased” risk associated with a deleteri- 


been proposed elsewhere. 


ous effect may be estimated as follows. 
If the rates for married persons depict 
the best results under given circum- 
stances, then effects could 
he felt only by those who would survive 
in the absence of harmful factors. The 
size of this population at risk may be 
the survivors in the 
group. For example, out of 
100.000 married white males aged 70-75, 
there were 100,000 — 5.457 =94,543 sur- 
Vivors per annum. Since there were only 
100.000 — 7,805=92.195 per 100,000 
widowed survivors of the same race and 


deleterious 


estimated ‘rom 


married 


age. the widowers suffered an excess risk 

of 94.543 —92,195=2.184 per 100,000 
91,543 

potential survivors. 


Table 5—Excess Risk per 100,000 in Nonmarried Groups—United States 1949-1951 


Color, Sex and 


Marital Status <<20 20-24 25-34 35-44 
White Males 
Single 68 162 415 
Widowed 0 368 487 608 
Divorced 51 205 387 821 
White Females 
Single 20 75 105 
Widowed 334 192 166 180 
Divorced 57 72 123 176 
Nonwhite Males 
Single 137 448 1.148 
Widowed 865 H5 1.076 1,321 
Divorced 506 137 602 877 
Nonwhite Females 
Single 93 274 551 
Widowed 402 285 449 596 
Divorced 134 104 163 246 
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The value of these absolute indexes 
of increased risk may be judged. in the 
present context, not only on their logi- 
cal basis but also by their agreement 
with what we know of mortality data 
and by the help they may give “in the 
understanding of the phenomena under 
study”!® as compared with the more 
commonly used mortality ratios. 

Indexes of absolute risk were calcu- 
lated, as described, from the mortality 
rates in Table 1, and are presented 
in Table 5. The indexes for the several 
marital groups in any age-sex-race cate- 
gory have the same rank-order as the 
mortality ratios, and indeed as the rates 
themselves (Table 1). The absolute in- 
dexes have a greater and more consist- 
ent tendency to be adverse for males 
and for nonwhite groups than the mor- 
tality ratios. The most striking feature, 
and the greatest contrast to Table 4, in 
this analysis is the consistent and marked 
increase in the risks at older ages. This 
analysis therefore suggests that the im- 


Age 
45-54 55-59 60-64 65-69 70-74 
768 1,497 1,824 2,484 
874 931 1.120 1,243 1,440 
1390 1878 2326 3,063 3,983 
113 128 83 109 320 
218 298 309 377 548 
208 327 500 978 ‘1.970 
1896 2892 2937 3590 4,594 
2273 2.955 3222 2498 2,900 
1571 2,183 2647 3,184 3,763 
770 780 322 923 1.451 
1,047 1,554 53 «1.085 
425 740 356 2.415 
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portant factors producing the discrepan- 
cies in recorded mortality rates exert a 
continuing or increased effect with in- 
creasing age. 

Clearly, the two analyses are mutually 
contradictory at least in part. Particu- 
larly. the mortality ratios seem to call 
for an explanation for excess deaths 
that are greatest in the third and fourth 
decades of life and mainly for the 
widowed; while the absolute indexes call 
for an explanation of discrepancies that 
increase with age, as well as being 
greater among men than among women 
and among nonwhites than among 
whites. 

The trends suggested by the absolute 
indexes are consistent with the selective 
factors discussed earlier and are in 
agreement with well known, though not 
completely understood, characteristics of 
contemporary mortality rates. Without 
disputing the fact that in general there 
is more than one valid way of compar- 
ing morbidity or mortality rates,'*-'" 
these observations suggest that in this 
situation the use of mortality ratios may 
have introduced some artificial problems. 


Other Factors 


The foregoing discussion is not in- 
tended to exclude completely the possi- 
bility that there is some “real” addi- 
tional risk associated with widowhood 
or divorce. Ciocco*’ found a correlation 
in the length of life of husbands and 
wives. and further, that spouses had a 
significant tendency to die from the 
same cause when tuberculosis, influenza. 
pneumonia, heart disease, or cancer was 
the cause of death. This finding might 
be explained partly by infection and 
partly by such facts as marriages be- 
tween patients in a tuberculosis sana- 
torium. Specific causes of death appar- 
ently have different effects according 
to marital status, and some plausible 
explanations have been proposed.*-* 

The preceding analysis suggests. how- 
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ever, that existing population mortality 
data will not provide conclusive evi- 
dence of an important role for factors 
other than misclassification or selection. 
If such evidence exists it will probably 
have to be sought mainly in special 
studies. such as were proposed by Kraus 
and Lilienfeld. 


Summary and Conclusions 


The 1950 United States census data 
and the 1949-1951 mortality data were 
reviewed in an effort to characterize 
and analyze the differences in mortality 
rates observed among married, single. 
widowed, and divorced persons. Rather 
than measure an “increased risk of 
death” by the use of mortality ratios. 
an index related to the “population at 
risk” was suggested as an alternative. 
When this index was applied to the 
recorded rates, the excess mortality 
among nonmarried persons observed in 
all categories was greater for males and 
for the nonwhite groups, and increased 
with age. There was no consistency in 
the marital class that was most affected 
in different age groups. 

A number of possible explanations of 
these observations were discussed. There 
is strong evidence of unequal errors in 
census figures and of possible misclassi- 
fication in death certificates which may 
be responsible in part for the observa- 
tions. One cannot eliminate the further 
possibility that a large part of the excess 
mortality reported is a fortuitous effect 
of the fact that healthy persons are more 
likely to marry or to remarry than are 
sick persons. The possible role of other 
factors cannot be conclusively demon- 
strated from population mortality data 
of this type. 

It is emphasized that mortality ratios 
do not necessarily go up or down in a 
simple, regular fashion, but are influ- 
enced by many factors. Therefore. it 
may be fallacious to base conclusions 
on trends in these ratios. 
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APPENDIX 


Estimate of Effect of Classification 
Errors on Mortality Ratios 


Withi~ a specific age-sex-race group, 
let: 


m and w be the actual numbers of married 
and widowed persons: 

my and wa be the actual numbers of deaths in 
each category: 

a be the proportion of deaths among married 
persons that are incorrectly classified as 
“widowed”: 

b be the proportion of widowed persons in- 
correctly called “married” in the census. 


I. Assume that the true mortality rates 
are equal; i.e.: 


Ma Wa 
m w 


Then the recorded married death rate is: 


ma(l-a) qm(1-a) ——q(1-a) 


m+ bw m+bw  1+bw/m 


The recorded widowed death rate is: 


Watama q(l+am/w) 


wil-b) 


w(1-b) 1-b 
The recorded mortality ratio is: 
(l+am/w)(1+bw/m) 


(1l-b) (l-a) 


If the true mortality rates are equal, the re- 
corded mortality ratio depends on the ratio 
w/m as well as on a and on b. 


Il. If the true mortality rates are not 
equal, but their ratio is constant, so that 
m, We 

‘<q and — -=Kq, 
m 
the recorded mortality ratio in the above model 
is, by a similar process: 


(K+am/w)(1+bw/m) 


(1-b) (l-a) 


Dr. Sheps was formerly assistant professor of preventive medicine, Harvard 
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For the most part the recent literature on staphylococcal disease has centered 


on general and maternity hospitals. The report presented here deals 


with an outbreak in a mental hospital, in which the inanimate 


environment was not incriminated. Staff personnel 


and patients provided the sources of infection. 


AN EPIDEMIC OF STAPHYLOCOCCAL INFECTIONS 


IN A MENTAL HOSPITAL 


Sanford M. Farrer, M.D.; Elizabeth Zacha, R.N.; Terrell O. Carver, M.D., F.A.P.H.A.: 


W.W. Benson, M.P.H.; and Louise Barney, B.S. 


Spawned recent years the medical litera- 
ture has contained many accounts 
of staphylococcal epidemics which em- 
phasize the ubiquitous problem of 
staphylococcal infections in hospitals. Up 
to the present time, however, attention 
to this problem has been centered in 
general and maternity hospitals. The 
purpose of the present paper is to record 
the results of an epidemiologic investi- 
gation of staphylococcal infections in a 
mental hospital during February, 1959, 
and to describe certain of the factors re- 
lated to their prevention and control. 


The Hospital 


The hospital is located in southeastern 
Idaho. It was established in 1886, but 
with the exception of one building con- 
structed in 1901, all of the patient areas 
were built between 1938 and 1952. The 
hospital is situated in a town of 8,000 
persons, but it may be considered a self- 
contained economic community with an 
extensive farm, bakery, cannery, pas- 
teurization plant, kitchen, laundry, car- 
pentry shop, and recreation hall. The 
meat, produce, and dairy products used 
at the institution are all grown and 
processed on the hospital farm. The 
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hospital consists of six buildings which 
house mentally-ill patients and several 
other buildings which are used for food 
service, laundry, administration, farm 
equipment, and personnel residences. 
The patient areas are identified by letter, 
buildings B, C, D, F, G, and Y. 

The patient census at the time of this 
investigation was 658. About 70 per 
cent of them were long-term residents 
suffering from chronic mental disorders 
such as organic brain syndromes and 
schizophrenia; 30 per cent were tran- 
sient patients with acute brain = syn- 
dromes, personality disorders, psycho- 
neuroses, and a miscellany of diseases. 
The average length of stay for the tran- 
sient group was 50 days. 

Most of the patients were residents of 
the state of Idaho. Their age distribu- 
tion was as follows: 33 per cent of them 
were less than 45 years of age (most 
of the transient population was in this 
age group); 43 per cent were between 
45 and 64 years of age; and 24 per cent 
were above 65. Almost all of the patients 
were white. Fifty-four per cent were 
males, 46 per cent were females. 

The hospital employs approximately 
265 personnel, most of whom reside on 
the grounds of the institution or nearby. 
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The composition of the employee popu- 
lation was as follows: 150 ward attend- 
ants and nursing personnel; seven phy- 
sicians of whom six were psychiatrists; 
two psychologists; three occupational 
therapists; two laboratory technicians; 
three social workers; and 99 persons 
engaged in various other capacities such 
as maintenance, transportation, kitchen, 
laundry, agriculture, and clerical duties. 
Of the 150 nursing personnel, 11 were 
registered nurses and 15 were licensed 
practical nurses. Most of the nursing 
attendants medically untrained 
psychiatric aides. The age distribution 
of personnel ranged from 19 to 64 years 
with the greater number of employees 
in the fourth and fifth decades. 


were 


Description of the Epidemic 


The medical staff of the hospital was 
unaware of any serious problem of 
staphylococcal infections until late De- 
cember, 1958. Several of the physicians 
had observed patients with furuncles on 
various occasions, but an unusual inci- 
dence of infections had not been recog- 
nized until the present episode. 

On December 25, 1958, a patient died 
with cellulitis of the foot and a clinical 
illness suggesting the presence of bac- 
During the following seven 
days five patients were found to have 
suppurative cutaneous infections. Cul- 


teriemia. 


tures from these lesions were forwarded 
to the laboratories of the Idaho Depart- 
ment of Health where the microorgan- 
isms were identified as Staphylococcus 
aureus, coagulase-positive, bacteriophage 
pattern 52A/79. As a result of this find- 
ing. investigators from the State Health 
Department visited the institution ana 
discovered 15 additional patients with 
suppurative lesions of the skin and one 
patient with severe bronchopneumonia. 
Cultures of these patients also yielded 
coagulase-positive Staphylococcus aureus. 

In early February, 1959, a joint in- 
vestigation was made by the Idaho De- 
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STAPHYLOCOCCAL INFECTIONS 


partment of Health and the Communic- 
able Disease Center, U. S. Public Health 
Service, in order to determine the source, 
nature, and extent of the staphylococcal 
problem in the hospital and to recom- 
mend control measures. 


Methods 


Case Finding 


In order to measure the nature and 
extent of staphylococcal morbidity, hos- 
pital charts, laboratory records, and 
mortality certificates were reviewed. 
Physical examination was carried out on 
some 600 patients and 250 employees 
for evidence of suppurative infection. 
Employees were interviewed for a his- 
tory of infection and, in addition, a 
questionnaire was distributed to 266 em- 
ployees to determine the extent of 
staphylococcal infection among them. 


Bacteriology 


In all cases where staphylococcal dis- 
ease was suspected, a culture from the 
lesion was obtained. Cultures were col- 
lected from the anterior nares of most 
of the personnel. The environment was 
also sampled. All cultures were taken 
with sterile cotton swabs, plated on blood 
agar, and then incubated for 24 hours 
at 37° C. Staphylococci isolated from 
hlood agar plates were tested for co- 
agulase production by standard tube 
methods.' and were typed by means of 
19 bacteriophages obtained from the 
Communicable Disease Center. Cham- 
hlee, Ga.. by the methods of Blair and 
Carr.* and Williams and Rippon.’ Anti- 
biotic sensitivity tests were performed 
hy the dise method utilizing medium 
concentration dises obtained from Difco. 


Review of Medical and Nursing Practices 


Medical and nursing practices. poli- 
cies, and procedures relative to staphy- 
lococcal diseases were reviewed as well 
as the aseptic technics. employed in 
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Table 1—Staphylococcal Illness Among 
Patients and Personnel 


Type of Per- Total 
Lesion Patients sonnel No. “ 
Furuncle 19 l 20 26.3 
Pustule 19 9 28 36.8 
Impetiginous 14 l 15 19.7 
Cellulitis 7 1 8 10.5 
Folliculitis l 0 1 1.3 

Infected 

superficial 

ulcer 2 1 3 3.9 
Broncho- 

pneumonia l 0 l 1.3 
Total 63 13 76 


patient care. In addition, a survey was 
made of practices relating to laundry, 
food service, and housekeeping. 


Results 


Incidence of Infection 


Medical and laboratory records rela- 
tive to pyogenic infection were incom- 
plete. The only effective method for 
discovering the nature and extent of 
staphylococcal infection was physical ex- 
amination of patients and employees by 
physicians. As a result of this case- 
finding method, a total of 63 infections 
was identified in patients and 13 in per- 
sonnel. The types of lesions are listed 
in Table 1. The most common mani- 
festation of staphylococcal disease was 
the pustule, which accounted for 36.8 
per cent of the infections. Twenty of the 
lesions, 26.3 per cent, were furuncles, 
and 15, 19.7 per cent, were impetigi- 
nous. The remaining skin lesions in- 
cluded cellulitis, folliculitis, and infected 
decubitus ulcers. One case of staphy- 
lococcal bronchopneumonia was identi- 
fied. The patients were 
located, for the most part, on unexposed 
surfaces of the body, the back, groin, 


lesions in 


buttocks, axillae, and thighs. Many of 
those affected had chronic skin disorders 
such as neurodermatitis, psoriasis. sebor- 
rheic inflammation, and disorders whose 
etiology appeared to be fungal. More- 
over, most of the patients with staphy- 
lococeal infection had multiple areas of 
nonspecific erythema and excoriation. It 
was not uncommon to find scars, pre- 
sumably resulting from healed staphy- 
lococcal lesions, on the skin of patients 
with infections. 

The attack rate among the patients 
was 9.6 per 100; among the hospital 
personnel, 4.9 per 100. All of the cases 
were among whites. Sex and age dis- 
tributions of infected patients are listed 
in Tables 2 and 3. Almost three times 
as many cases occurred among males as 
females. The attack rate among males 
was 13.2 per cent; among females, 5.5 
per cent. Cases occurred in all age 
groups. Attack rates ranged from 6.1 
per cent in the 65- to 74-year-age group 
to 17.5 per cent in the group under 24 
years of age. In view of the findings 
often reported from general hospitals. 
namely that staphylococcal infection is 
more common in patients in the older 
and debilitated age groups, it was sur- 
prising to discover the high attack rates 
in the younger groups, under 21 years 
and from 25 to 34 years, as well as in 
patients more than 75 years old. 

Of the 266 personnel morbidity ques- 
tionnaires distributed, 256, or 96.6 per 
returned with completed 


cent, were 


Table 2—Sex Distribution of Lesions 
Among Patients 


Attack 


Number Rate 
Sex Population of Cases (Per cent) 
Male 356 47 13.2 
Female 302 16 5.3 
Total 658 63 9.6 
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answers. This survey and physical ex- 
amination of employees revealed that 13 
employees were suffering from overt 
staphylococcal infection. As in the pa- 
tient population, the most common mani- 
festation of disease was pustular. Em- 
ployees affected included one physician, 
one social worker, one psychologist, one 
cook, and nine members of the nursing 
service. Five of these persons, including 
two nurses who were responsible for 
nursing education, did not in a 
single hospital area; the nature of their 
work made it necessary for them to go 
from area to area. 

The ages of the infected employees 
ranged from 22 to 59 years. Seven of 
the lesions occurred among female per- 
sonnel, an attack rate of 2.6 per cent, 
and six of the lesions were among males. 
an attack rate of 2.3 per cent. All of 
the infected personnel were white. 

Most of the skin lesions in both pa- 
tients and personnel were minor infec- 
tions in the sense that they were small 
in surface area and produced little 
systemic reaction or disability. A num- 
ber of cases occurred, however, which 
were more severe and caused considera- 
ble morbidity. This was particularly 
true of patients with cellulitis, of whom 
one died, and several others had signs 


Table 3—Age-Specific Attack Rates of 


Lesions in Patients 


Attack 

Age Group Popu- Number Rates 
Years lation of Cases (Per cent) 

Under 24 40 7 17.5 
25-34 61 7 115 
35-44 115 10 8.7 
15-54 141 13 9.2 
55-64 142 12 8.5 
65-74 98 6 6.1 
75 and over 61 8 13.1 
Total 658 63 9.6 
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and symptoms of systemic toxicity. The 
patient with staphylococcal bronchopneu- 
monia was severely ill and had evidence 
of pulmonary insufficiency. 

It was not possible to construct an 
accurate epidemic curve of staphylococ- 
cal infection because there was a paucity 
of laboratory and clinical records prior 
to the present investigation, and because 
of the nature of the patients it was not 
possible to obtain accurate individual 
histories. A case of cellulitis and possi- 
ble bacteriemia of unknown etiology was 
recorded on December 25, 1958, fol- 
lowed by the discovery of 20 cases of 
staphylococcal infection during the en- 
suing three weeks in January, 1959. 
Most of the additional cases were identi- 
fied during the last week in January 
and the first two weeks in February. 
Since only a few cases occurred during 
the remainder of February, the peak of 
the outbreak occurred between January 
23 and February 7, 1959. 


Etiology 

The primary clinical criterion for di- 
agnosis of staphylococcal infection was 
the presence of purulent discharge. 
Other physical signs of inflammation 
were observed, but because dermatologi- 
cal disorders of various kinds existed in 
the population the criterion of purulent 
exudation was used for inclusion of 
cases in this series. Based on this cri- 
terion, 75 cutaneous infections and one 
case of bronchopneumonia caused by 
Staphylococcus aureus were identified 
among patients and personnel. 

The principal laboratory procedures 
used to characterize these cocci were 
coagulase production, yellow pigment 
production, hemolysis, and sensitivity to 
several antibiotics. The results of test- 
ing 20 cultures from patients’ lesions to 
12 antimicrobials were as follows. All of 
the strains were sensitive to chloram- 
phenicol, erythromycin, novobiocin, kan- 
amycin, oleandromycin, tri-acetyl olean- 
dromycin, neomycin, and furacin. All 


strains were sulfonamide-resistant. Ten 
per cent were sensitive to penicillin, 45 
per cent to streptomycin, and 35 per cent 
to tetracycline. There was no corre- 
spondence of sensitivity and phage pat- 
tern. 

Seventy-six cultures from staphylococ- 
cal infections were bacteriophage-typed. 
The largest number, 29, or 38.2 per 
cent, were nontypable with the phages 
employed at the routine critical test 
dilution. Among the typable strains, 24, 
or 31.6 per cent, were Type 52A/79, a 
strain classified in Group I by Blair. 
Five strains, or 6.6 per cent, were Type 
7; 4 strains, or 5.3 per cent, were 
7/47/54. The remainder were distrib- 
uted among miscellaneous types mainly 
of phage Group III. Only one strain 
of Type 80/81, the international “hos- 
pital” or “epidemic” strain, was dis- 
covered. The various phage types were 
indiscriminately distributed among the 
different skin disorders with the excep- 
tion that almost all of the impetiginous 
lesions were associated with nontypable 
strains. 


Epidemiology 
Area Distribution of Infections 

The ward to which a patient is as- 
signed is determined by sex and psychi- 
atric condition rather than age. Patients 
reside in “closed,” “open,” or “locked” 
areas depending upon their ability to 
cope with the various tasks of daily 
living. Patients in open wards are per- 
mitted general freedom of the grounds, 
and many of them are employed in 
various capacities such as working on 
the farm, in the laundry, kitchen, and 
cannery. Patients on closed wards gen- 
erally do not leave the ward except at 
dining hours when they go to common 
mess halls. Patients on certain closed 
wards in the C and D buildings, as well 
as patients on locked wards, do not leave 
them. The C building contains the medi- 
cal-surgical ward, C2, as well as wards 


C3 and C4 for bedfast, semi-invalid 
patients who require extensive help and 
supervision. Most of the patients in the 
C building are more than 50 years of 
age. Buildings F and G contain patients 
with chronic psychiatric disorders, many 
of whom have organic brain syndromes. 
Building B houses alcoholics. senile pa- 
tients, and a number of juveniles. Build- 
ing D is composed of two small wards 
which house patients with tuberculosis. 
Building Y is reserved for most of the 
patients who receive active psychiatric 
treatment and for “maximum security” 
cases. Most of the patients in build- 
ing Y are below 40 years of age. 

Cases of staphylococcal infection are 
listed by area in Table 4. Infections in 
patients were identified in five of the 
six buildings and in 12 of the 17 wards. 
Forty-seven, or 74.6 per cent of the in- 
fections occurred in the C and F build- 
ings. Analysis of attack rates revealed 
that C2 was the area most involved with 
a rate of 34.1 per cent. Other areas that 
experienced a high incidence of infec- 
tion were F4, YBI, and F2-3. The 
initial cases that developed in late De- 
cember and early January occurred on 
ward C2, and it was evident that a con- 
centration of infection existed in the C 
building and in the F building. With 
the exception of F2-3, which is an open 
ward, the C-building wards and F4 are 
similar in that they are closed areas 
which house most of the chronic, de- 
bilitated, semi-invalid cases of the hos- 
pital. The patients of these two areas 
have no contact except through common 
attending personnel. 

The greater number of Type 524/79 
infections came from the C and F build- 
ings, particularly from C2. About half 
of the strains from F, and almost all of 
those from Y were nontypable. 


Source and Transmission of Infection 


A number of nursing service person- 
nel were not assigned to a single area, 
but because of personnel shortages. they 
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were shifted frequently between build- 
ings and wards. In order to arrange for 
days off duty, there was a constant rota- 
tion of personnel through the various 
patient areas. Because it was discovered 
that a concentration of infection existed 
in C and F buildings, 15 male attendants 
who worked on both of these wards were 
interviewed. Two of them volunteered a 
history of furunculosis during the past 
two months. one of whom had extensive 
acne with pustular lesions. Cultures se- 
cured from two of these attendants re- 
vealed in one instance Type 52A/79 
from a draining furuncle, and in the 
other a nontypable strain from a pustule. 


Table 4—Distribution of Infections by 
Ward 


Attack 
Number Rate 


Ward Population of Cases (Per cent) 
be 41 14 34.1 
C3 55 3 5.5 
(4 55 6 10.9 

C Building 151 23 15.2 
F2-3 96 15 15.6 
F4 49 9 18.4 

F Building 145 24 16.6 
G2 108 l 0.9 
G4 51 1 0.0 

G Building 159 2 13 
26 2 
YBI 23 } 17.4 
YC! 11 0 0.0 
YA2 21 0 0.0 
YR2 30 13.3 
Y¥C2 23 0 0.0 

Y Building 134 10 7.5 
B2 9 ] 0.0 
B3 53 3 5.7 

B Building 62 4 6.5 
Dl 6 0 0.0 
D2 1 0 0.0 

D Building 7 0 0.0 

Total 658 63 9.6 
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Nasal cultures were obtained from 
the anterior nares of nursing personnel, 
physicians, social workers, psychologists, 
and laboratory workers. Forty-six em- 
ployees, or 27.5 per cent of 167 cultured, 
carried coagulase-positive staphylococci 
in the nares. Most of the strains were 
either nontypable or unlike those causing 
lesions in patients, but 11 persons, or 
6.6 per cent, were carriers of Type 
52A/79, the strain isolated from 31.6 
per cent of the lesions. These 11 per- 
sons were employed in the nursing serv- 
ice; seven of them rotated through C 
and F wards and two were nursing su- 
pervisors who rotated through the whole 
hospital. Moreover, both of these super- 
visors had pustules due to Type 52A/79. 
Type 52A/79 was also cultured from 
intact skin on the hands of one of the 
C-F attendants. 

A common source, such as the laun- 
dry, appeared unlikely because of the 
concentration of cases in two buildings. 
However, laundry and kitchen person- 
nel were examined for lesions, and cul- 
tures were obtained in the laundry 
during each step of the sorting, washing. 
drying, ironing, and distributing pro- 
cedures. These cultures were negative 
and indicated that the laundry was not 
distributing contaminated linen to the 
hospital. No lesions were discovered 
among employees in the laundry or 
kitchen. A local veterinarian examined 
the farm animals for evidence of pyo- 
genic disease with negative results. No 
relationship was found between open- 
ward patients with staphylococcal infec- 
tions and their work assignments. There 
was no correlation between patients with 
infections and the drugs used in the 
treatment of psychiatric illnesses. 

One hundred and thirteen cultures 
were obtained from the environment of 
the wards in the C and F buildings, the 
laundry, and the occupational therapy 
room. These cultures were taken from 
tables, door knobs, floors, walls, toilet 
seats, bed linen, chairs, washbowls, air 


vents, tools, soap solutions, clothing of 
personnel, and laundry bags. Only 
14 cultures yielded coagulase-positive 
staphylococci, most of which were unlike 
the strains causing staphylococcal in- 
fections. The single 52A/79 isolate came 
from the floor of ward C2. 


Environmental Hygiene and Aseptic Technics 

Procedures employed in the care of 
the patients and the environment were 
reviewed. Most of the wards were satis- 
factorily cleaned and personnel were 
aware of the importance of sanitation. 
However, several practices considered to 
be potential means for spreading infec- 
tion were observed. All wards were 
crowded. In several wards the beds were 
less than 30 inches apart. Facilities for 
the storage of patients’ clothing and 
linen were limited with the result that 
these items were often placed under 
mattresses or on top of the beds. 

Housekeeping procedures were hap- 
hazard. Sheets were changed once per 
week for ambulatory patients. Dry 
mopping and dusting were practiced, 
and germicidal solutions for surface 
cleansing were used only occasionally. 
Handwashing facilities were inadequate 
throughout the institution. Most sinks 
were inconveniently located and were 
operated by hand faucets. Soap and 
towels were not generally available. The 
nursing attendants who cared for the 
patients performed all the housekeeping 
duties. Men who sorted the dirty and 
contaminated laundry also folded clean 
sheets. No handwashing occurred be- 
tween these two tasks. Carts and trucks 
for transportation of contaminated and 
clean linen were interchangeable. It is 
perhaps surprising that despite these 
practices, the linen was not contami- 
nated. 

Isolation facilities for infectious dis- 
eases were inadequate both from the 
standpoint of space and equipment. Pa- 
tients with staphylococcal infections were 
isolated in wards used by tuberculosis 


patients, but were not segregated from 
one another. Separate nursing units were 
not used for isolation cases. Personnel 
were inadequately educated in the prin- 
ciples and practices of aseptic technic. 

On these wards handwashing and 
toilet facilities were inadequate, as was 
the supply of masks, gowns, and gloves. 
The unit was not supervised by a regis- 
tered nurse. Numerous violations of 
aseptic technic were noted. Attendants 
often wore the same gown in going from 
patient to patient; handwashing between 
patients was the exception rather than 
the rule. Nurses who worked in the D 
building. the infectious disease isolation 
unit, also worked in the C_ building. 
which housed the most debilitated cases 
in the hospital. Masking procedures 
were haphazard. Accepted technics for 
handling contaminated linen were not 
observed. 


Treatment of Staphylococcal Infections 


Antibiotics administered systemically 
were used to treat minor cutaneous 
lesions. Incision and drainage of lesions 
was not practiced and most of them 
were not covered by sterile dressings. 
Eighty per cent of the patients with in- 
fections were not isolated and remained 
on the general wards. Almost all of the 
personnel with overt lesions continued 
to work. 


Discussion 


It might be expected that mental hos- 
pitals, because of the characteristics 
which are peculiar to them, would be 
fertile ground for outbreaks of staphy- 
lococeal infection. Patients in mental 
hospitals, as opposed to those in general 
hospitals, usually remain for long peri- 
ods of time, and the population consists 
predominantly of persons in the older 
age groups. Many of the patients are 
debilitated by chronic organic diseases. 
such as diabetes mellitus, cardiovascular 


VOL. 51, NO. 4, A.J.P.H. 


disorders, tuberculosis, malignant neo- 
plasms, and pulmonary disorders. Mal- 
nutrition is not uncommon. Moreover, 
because of their psychiatric diseases, pa- 
tients are often unable to maintain satis- 
factory standards of body cleanliness 
and hygiene. Many of them are incon- 
tinent. bedfast for long intervals, and 
semi-invalid. 

Superimposed on this combination of 
factors are the numerous administrative 
problems that plague mental hospitals. 
Many patients live in crowded quarters. 
Psychiatric nurses and attendants are 
generally overburdened with responsi- 
bilities, and there are severe shortages 
of personnel. Not infrequently, mental 
hospital budgets are so tight that addi- 
tional personnel, even if they could be 
found. cannot be employed. This com- 
hination of highly 
susceptible patient population and a 


circumstances (a 


crowded environment) might be ex- 
pected to engender epidemics of staphy- 
lococeal infections in mental hospitals. 
The circumstances in the hospital un- 
der discussion conform to the pattern 
outlined above. About 70 per cent of the 
patients residents, and 
many of them were debilitated. Most 
of the staphylococcal infections were 


were chronic 


found among the chronic debilitated 
groups in the C and F buildings with 


its hedfast patients, principally those 
with arteriosclerotic heart disease, con- 
gestive heart failure, hypertensive heart 
disease. chronic 
nephritis. Examination of the male pa- 
tients in the F building revealed a lack 


bronchiectasis. and 


of body cleanliness. 

Administrative and — environmental 
shortcomings were in evidence. These 
included the lack of proper isolation 
facilities, the assignment of housekeeping 
chores to the nursing service personnel, 
the lack of uniform housekeeping pro- 
cedures which minimize the spread of 
infection, lack of adequate handwashing 
facilities, poor standards of aseptic tech- 
nie applied to patients with infection, 
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and, perhaps more than any other factor, 
the constant traffic of personnel from one 
patient area to another. Thus, in the 
face of a highly susceptible population, 
ideal environmental circumstances were 
present for the transmission of staphy- 
lococci and the perpetuation of an out- 
break of infections. 

A variety of strains were found to 
cause staphylococcal infections at this 
hospital. The greatest number, unfortu- 
nately, were nontypable according to 
existing standard methods of bacterio- 
phage typing. Among the typable strains. 
52A/79 was the most common organism 
identified. Study at other institutions 
has indicated that this organism is not 
uncommonly encountered in the nares of 
patients on admission who have not had 
previous experience with hospitals, and 
thus suggests that Type 52A/79 may be 
a “community” strain of staphylococcus 
as opposed to Type 80/81, a “hospital” 
strain recovered from numerous nursery 
epidemics.* It should be noted, however. 
that Penikett and his associates have re- 
ported a small outbreak of postoperative 
wound infections due to Type 52A/79 
which was traced to operating room 
carriers.” The strains isolated at the 
mental hospital were highly sensitive to 
eight antimicrobials, and fairly sensitive 
to another two. Penicillin was the only 
antibiotic to which there was a general 
lack of sensitivity. 

Several avenues existed for the spread 
of staphylococci. Perhaps most impor- 
tant was direct contact between persons. 
Most of the patients who developed 
overt, draining lesions were not isolated 
and were free to infect fellow patients 
and personnel. This contact was en- 
hanced by the close mingling of patients 
in closed and semiclosed wards where 
the number of infections that occurred 
was high. Furthermore, 13 employees 
were identified with infection, among 
whom two were nursing supervisors who 
circulated throughout the entire hospital 
with lesions caused by Type 52A/79. 


Among the employees that shifted be- 
tween C and F (where the incidence of 
infections caused by 52A/79 was great- 
est) were three attendants with histories 
of suppurative infection, one with a 
draining furuncle due to Type 52A/79. 
Three of the other employees with in- 
fection, a physician, a social worker, and 
a psychologist, had positions which re- 
quired that they circulate through the 
hospital from ward to ward. It is ap- 
parent, therefore, that there were multi- 
ple opportunities for spread of infection 
from patient to patient as well as be- 
tween patients and attending personnel. 

In addition to persons with frank 
lesions, 27.5 per cent of the personnel 
who maintained contact with patients 
were nasal carriers of coagulase-positive 
staphylococci. The incidence is not un- 
usual in hospitals or in the general popu- 
lation for that matter. However, 11 nasal 
carriers of Type 52A/79 were identified 
and nine of these maintained contact 
with C and F wards. Two of these nine 
carriers had frank lesions due to the 
same strain. 

Little evidence was found that  in- 
criminated environmental contamination 
as a source of staphylococcal infection. 
No common sources, such as the laundry, 
the farm animals, or the kitchen, were 
identified. 

Several control measures were recom- 
mended for adoption. Enough time has 
not elapsed to determine their effective- 
ness. The main points of this program 
were: surveillance of staphylococcal in- 
fections, communications within the hos- 
pital regarding infections, establishment 
of facilities for the proper care of pa- 
tients with infectious diseases, environ- 
mental hygiene, control of personnel car- 
riers, and the establishment of facilities 
for bacteriological diagnosis of disease. 
It was emphasized that hospital person- 
nel with frank staphylococcal infection 
should be excluded from duty until the 
infection is healed. It was also recom- 
mended that arrangements be made for 
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the treatment of employees with staphy- 
lococcal infections. An educational pro- 
gram pointing out, among other things, 
the dangers of staphylococcal infection 
and the proper use of aseptic nursing 
recommended. —Further- 
more, it was suggested that housekeep- 


technics was 


ing and laundry practices be reviewed 
to evaluate the effect of existing pro- 
cedures on the dissemination of staphy- 


lococci. 


Summary 


An outbreak of staphylococcal infec- 
tions in a mental hospital is described. 
Sixty-three infections in patients and 13 
infections in personnel were identified 
over a two-month period. Seventy-five 
cases were skin lesions, principally pus- 
tular. 
pneumonia. 

The attack rate among patients was 
9.6 per cent; among personnel, 1.9 per 
cent. Almost three times as many infee- 
tions occurred among male patients as 
females. 

Staphylococci from lesions were hac- 
teriophage-typed. Thirty-eight per cent 
of the strains were nontypable at the 
routine critical test dilution. Among the 
typable strains, Type 52A/79 was the 
most common. 

Epidemiological investigation revealed 
that two areas of the hospital were 
principally involved in the outbreak. 
Three nursing service personnel who 
worked in both these areas were found 
to have frank staphylococcal lesions 
caused by Type 524/79, and nine other 
persons who worked in these areas were 
nasal carriers of Type 52A/79. In addi- 
tion to the likelihood of spread from 
infected personnel to patients, there was 
ample opportunity for spread between 
patients since aseptic technics were in- 
adequate and most of the patients with 
staphylococcal infections were not iso- 
lated. 

No evidence was found which incrimi- 


There was one case of broncho- 
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Course on APHA Housing Appraisal Methods 


Southern Illinois University and the Illinois Department of Public Health, 
with the assistance of the Public Health Service, are sponsors of a course in the 
APHA Housing Quality Appraisal Technique starting May 22. The five-week course 
ends with a seminar on Urban Public Health and the Residential Environment 
to be held June 19-23. Students completing the course will be certified as qualified 
in the APHA Technique, and the copyrighted APHA forms will be released to 
them for use in their programs. 

Subject matter in the Appraisal Technique portion of the course includes 
sampling and field inspection procedures, office processing of field data, coding 
and punching for permanent card records, appraisal of neighborhood environment, 
and the analysis of data. 

New seminar material is based on the experience with two earlier seminars and 
will cover such topics as Housing the Elderly and Chronically Ill, Accident Pre- 
vention, Socio-Environmental Aspects of Mental Health, and Citizens’ Participation. 

Further details from Director, Department of Community Development, South- 
ern Illinois University, Broadview Hotel, East St. Louis, Ill. 
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The authors of this paper report a series of investigations of subtypes of 


certain strains of staphylococci. They point out as well the epidemiologic 


application of these findings to hospital problems. 


LABORATORY OBSERVATIONS ON THE LYSOGENIC 
PROPERTIES OF HOSPITAL STAPHYLOCOCCI 
AND THEIR POSSIBLE EPIDEMIOLOGICAL 


IMPLICATIONS 


Nobuo Sakurai, M.D.. Dr.Med.Sc.: Elaine L 
M.D., M.P.H.; and Mary R. Gerhardt, Ph.D. 


N RECENT YEARS intensive laboratory 
have been undertaken 
by several investigators to determine the 
biologic and epidemiologic relationships 
of staphylococcus strains showing similar 
but not identical phage typing pat- 
terns.'-* Such studies have been stimu- 
lated by the world-wide occurrence of hos- 
pital-acquired staphylococcal infections, 
particularly those caused by phage types 
80/81, 52/52A/80/81 and 52/52A/80. 
When these strains were first seen in the 
United States 80/81 was predominant.*® 
However we, as well as others, have ob- 
served a gradual, but steady increase in 
the appearance of 52/52A/80/81 and 
52/52A/80 strains in association with 
hospital staphylococcal  infections.® 
Furthermore, in studies of surgical prob- 
lems in Atlanta, strains of two of the 
phage types were isolated from a single 
culture from one surgeon,’ and from 
cultures taken at the same time from 
different sites of other individuals, both 
personnel and patients.® 

It has been known for some time that 
the phage type of a staphylococcus strain 
may be changed by lysogenization; i.e., 
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by the introduction of a new phage into 
the strain by in vitro exposure of the 
strain to a phage, or presumably by con- 
tact with lysogenic (phage carrying) 
staphylococci in It seemed 
likely that this phenomenon could be 
responsible for the existence of the three 
strains 80/81, 52/52A/80/81,. and 
52/52A/80. Accordingly investigations 
were undertaken to study the relation- 
ships of the lysogenic and lysogenizing 
properties of these strains. It was found 
that distinct subtypes existed within each 
of the three original types, that conver- 
sion from one type to another could be 
induced by lysogenization, that 
phages isolated from the strains could be 
used to clarify epidemiologic relation- 
ships of personnel to postoperative 
staphylococcal infections in an Atlanta 
hospital.® 

During the course of this study, in 
vitro conversions of the 80/81 and 
52/52A/80/81 strains to 52/52A/80/81 
and 52/52A/80 strains, respectively, 
were reported independently — by 
others.'* Our results supply further in- 
dependent confirmation of such conver- 
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sions and demonstrate the reverse con- 
version from 52/52A/80/81 to 80/81. 


Materials and Methods 


Cultures—The strains used in this 
study were selected from specimens re- 
ceived for phage typing from various 
state laboratories and hospitals. Most 
of the cultures had been stored by the 
sand desiccation method." Since routine 
clinical specimens are sometimes mixed 
cultures of staphylococci,'? the strains 
were streaked from a single colony for 
three consecutive subcultures prior to 
use in the experiment. In addition, to 
determine whether such transferring as- 
sured homogeneous cultures, 100. separ- 
ate colonies of each of four strains 
(80/81 strain DA 226-6, 80/81 strain 
DA 594-8, 52/52A/80/81 strain DA 
100-9, and 52/52A/80 strain DA 223-8) 
were picked and typed with the phages 
in routine use in this laboratory. Each 
of the four strains showed complete 
homogeneity with respect to their phage 
pattern. 

Phages—Routine typing was done 
with the 21 phages of the international 
hasic set and three additional phages as 
follows: 29, 52, 52A, 79, 80, 3A, 3B, 3C, 
55, 71, 6, 7, 42E, 47, 53, 54, 73, 75, 77, 
12D, 187, 83(VA4), 44A, 81. The 
typing technic was that described by 
Williams, et al»'* with minor modifica- 
™ Other phages used for typing 
and/or lysogenization were isolated in 
this laboratory from hospital strains of 
52/52A/80/81, 52/52A/80, 80/81, and 
80. The detection and isolation of 
phages from lysogenic staphylococci was 
accomplished by overlaying one on the 
other on agar medium according to the 
method of Fisk.’° To distinguish the 
phages isolated in this study from the 
standard phages the letter S was pre- 
fixed to the phage number. All phages 
were filtered through a porcelain filter 
and tested for sterility before use. 


tions. 
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Media—Trypticase Soy Broth* and 
Trypticase Soy Agar* were used 
throughout the study. 

Lysogenization — This was accom- 
plished by placing a drop of concen- 
trated phage—usually 100 x the routine 
test dilution (RTD)—on an agar plate 
seeded with a four-hour broth culture 
of the staphylococcus strain to be lyso- 
The plate was incubated at 
37° C for four hours and left at room 
temperature overnight. Secondary 
growth, if present, usually arose within 
12 hours and in some cases was evident 
immediately after the four-hour incuba- 
tion. Cells from the secondary growth 
within a lysed area were picked and 
seeded to a fresh agar plate. After over- 
night incubation at 37° C single colonies 
from the latter plate were picked and 
subcultured. All cells of the secondary 
growth were not always lysogenized but 
mixed lysogenic and nonlysogenic colo- 
nies could be recognized by their trans- 
parent, glassy, degenerated appearance 
on first subculture or the presence of 
lytic plaques on the second subculture. 
Such mixed cultures were not used in 
any tests. The proportion of lysogenic 
response was not estimated. The lyso- 
genicity of lysogenized cultures was 
tested by Fisk’s method" of placing each 
one on its parent strain and on the in- 
dicator strain for the lysogenizing phage. 
and by demonstrating its resistance to 
the lysogenizing phage. The conversion 
of phage type after lysogenization was 
tested with the standard phages. Lyso- 
strains were designated by 
placing the number of the lysogenizing, 
and therefore now carried, phage in 
parentheses after the original strain 
number; for example, DA 226-6 (S-36) 
designates a culture of strain DA 226-6 
lysogenized with phage S-36. 


genized. 


genized 


Definitions—-Prophage: A phage pre- 
cursor carried by a cell without lysing 
that cell. Lysogenic: carrying a pro- 
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Table 1—Lysogenizations with Phages from Staphylococcus Strains with Phage Pattern 


52/52A/80 
Source of _— Susceptible to Induced by 
Lysogenizing Phage genizing Lysogenizing Phage Lysogenization 
Type Subtype Phage Type Subtype Type Subtype 
52/52A/80 Il & Ul 
52/52A/80 I S-39 52/52A/80/81 1 & IV 52/52A/80 I 
(DA 779-8) * 
80/81 I & Ill 
80/81 Il under stucy 
52/52A/80 1 & ll | 
52/52A/80 Il S-85a 52/52A/80/81 IV 52/52A/80 ll 
(DA 16-9a) 
80/81 1 & ill 
80/81 Il under study 
52/52A/80 ll | 
52/52A4/80 Ill S-41 52/52A/80/81 I, If, & IV ¢52/52A/80 Ill 
(DA 412-8) | 
80/81 1 & Il 
Il 29/52/524/80/(79)+ 


80/81 


* For details on strains and phages see text and appendixes. 


+ Weak reaction with 7%: variable with 29. 


phage. Lysogenic to: yielding a phage 
which can lyse and lysogenize. Lyso- 
genize: introduce a phage into. Lyso- 


genization: introduction of a phage into. 


Results 


On the basis of their lysogenic proper- 
ties each of the three phage types under 
study was divided into three or more 
subtypes which we designate by Roman 
numerals. Within each type and_ be- 
tween the types lysogenizations were ac- 
often reciprocally and 
conversion to a_ strain 


complished, 

usually with 
having the characteristics of the parent 
strain of the lysogenizing phage. For 
example: strains 52/52A/80 II lyso- 
genized by the phage of strains 52/52- 
A/80/81 I are converted to 52/52A /80- 
81 I. and strains 52/52A/80/81 I lyso- 
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genized by the phage of strains 52/52- 
A/80 IL are converted to 52/52A/80 II. 
Details of our observations are as fol- 
lows*: 

1. 52/52A/80 Subtypes 
been identified. 

(a) Subtype I (S-39 type). Table 1— 
Strains of this subtype are characterized 
by their identity to strain DA 779-8 
from which phage S-39 was originally 


Three have 


isolated. S-39 can lyse and lysogenize 
52/52A/80 II and IIL, and 52/52A/80 
81 Il, the phages from all of which can 
in turn lyse and lysogenize the 52/52A 
80 [| strains. Phages from subtype I 
strains can also lyse and lysogenize 
80,81 Il. and III, and 52/52A/80/81 
IV strains but the reciprocal relationship 
* To simplify the textual and tabular pres- 
entations of general concepts, most of the 


specific information on cultures, phages and 
conversions is given in Appendixes 1 and 2. 
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has not been observed. In every case 
except 80/81 IL the lysogenized cultures 
are converted to the parent strain of the 
lysogenizing phage. Reactions with 
80/81 IL are of particular interest and 
will be discussed in more detail later. 
In our collection of cultures we have 
found many strains of this subtype, most 
of which were received in July, 1956, 
from the California State Health Depart- 
ment Laboratory. 

Further studies on the interrelation- 
ships of lysogenic properties of the three 
major types under study indicate that 
there are two additional subdivisions 
within this subtype. Details will be re- 
ported at a later date. 

(b) Subtype IL (S-85a type). Table 
1—Only the original strain of this sub- 
type has been found: i... DA 16-9a 
from which phage S-85a was isolated. 
This strain is lysogenic to 52/52A/80 I 
and IIL, and 52 52A/80/81 I which are 
in turn lysogenic to it. It is also lyso- 
genic to 52/52A/80/81 IV and 80/81 
I, Il, and II] but the reciprocal relation- 
ship has not been observed. Conversion 
is to the parent strains except with 
80/81 TI. 

(c) Subtype IIT (S-41 type). Table 
1—These strains are characterized by 
their identity to DA 412-8 from which 
phage S-41 was isolated. They are re- 
ciprocally lysogenic to 52/52A/80 I and 
Il, and 52/52A/80/81 I and Il. They 
are also lysogenic to 52/52A/80/81 IV 
and 80/81 I, IL, and IIL but the recipro- 
cal relationship has not been observed. 
Conversion is to the parent strain except 
with 80/81 II. Many strains of this 
subtype have been recovered in 1959 
from sporadic infections in an Atlanta 
hospital. 

2. 52/52A/80/81 Subtypes - 
have been identified. 

(a) Subtype I (S-36 type). Table 2 

‘This subtype is considered to cor- 
respond to subtype I of 52/52A/80 be- 
cause of similarities in the lytic spectra 
of phages S-36 and S-39 and also 
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because of more basic interrelationships 
of both phages and organisms, interrela- 
tionships which will be reported else- 
where. These strains are characterized 
by their identity to DA 16-7 from which 
phage S-36 was isolated. These 52/52A/ 
80/81 strains are reciprocally lysogenic 
to 52/52A/80 IL and III, and 52/52A/ 
80/81 II. They are also lysogenic to 
52/52A/80/81 IV and 80/81 I, II, and 
I1l but the reciprocal relationship has 
not been observed. Conversion is to the 
parent strain except with 80/81 II. We 
have found many strains of this subtype 
from babies and personnel involved in 
an outbreak in a nursery in South Caro- 
lina in January, 1957. 

(b) Subtype IT (S-85b type). Table 
2—-This subtype corresponds to subtype 
II of 52/52A/80. The strains are char- 
acterized by their identity to DA 16-9b 
from which S-85b was isolated. They 
are reciprocally lysogenic to 52/52A/80 
and III, and 52/52A/80/81 I. They 
are also lysogenic to 52/52A/80/81 IV 
and 80/81 I. II, and III but the recipro- 
cal relationship has not been observed. 
Conversion is to the parent strain except 
with 80/81 II. Several strains were 
found in 1958 and 1959 from sporadic 
infections in an Atlanta hospital both 
during and following the 1958 outbreak 
of postsurgical infections mentioned 
above. 

(c) Subtype IIT—As yet we have 
found no strains which correspond to 
subtype IIT of 52/52A/80. 

(d) Subtype [IV (O-type). Table 2— 
As yet we have found no strains of 
52/52A/80 which correspond to this 
subtype. The strains are designated 
(Q-type since no phage kas been isolated 
from them. They are characterized by 
their identity to DA 736-8 which can 
be lysed and lysogenized by all subtypes 
of 52/52A/80 and by 52/52A 80/81 I 
and II, in each case with conversion to 
the parent strain of the lysogenizing 
phage. Several strains were found in 
1958 and 1959 from carriers and _ in- 
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Table 2—Lysogenizations with Phages from Staphylococcus Strains with Phage Pattern 


52/52A/80/81 
Source of Lyso- Susceptible to Induced by 
Lysogenizing Phage genizing Lysogenizing Phage Lysogenization 
Type Subtype Phage Type Subtype Type Subtype 
52/52A/80/81 I & IV 
52/52A/80 Il & }52/524/80/81 l 
80/81 & Ill J 
80/81 II 29/52/52A/80/81/(79)7 
52/52A/80/81 I& IV 
52/52A/80 I & WE }52/52A/80/81 Il 
80/81 Il J 
80/81 Il 29/52/52A/80/81/(79)7 
52/52A/80/81 None 
(DA 736-8) isolated 


* For details on strains and phages see text and appendixes. 


* Weak reaction with 7%: variable with 29. 


fections in the Atlanta hospital with the 
80/81 postsurgical problem. 

3. 80/81 Subtypes—Three have been 
identified among hospital strains. In 
addition, a fourth subtype has been pro- 
duced in vitro from three different 
strains. 

(a) Subtype I. Table 3—These 
strains are characterized by their iden- 
tity to strain DA 226-6 which shows a 
distinctive “inhibition” reaction'* to 
1,000 x RTD concentrations of phages 
52 and 52A. These strains have not 
heen shown to be lysogenic in spite of 
intensive efforts to find susceptible cul- 
tures. They are lysed and lysogenized 
by the phages from 52/52A/80 I, IL. 
and III, and 52/52A/80/81 I and Il, 
in each case with conversion to the 
parent strain. This conversion seems to 
he identical to one of those reported by 
Rountree' and Asheshov and Rippon.* 
They are differentiated from other 80/81 
subtypes by their lytic pattern with 
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phages at 1,000 x RTD and/or by their 
resistance to phage 5-90, the page with 
which in vitro conversion to 80/81 was 
accomplished, as will be described later. 
The majority of our 80/81 strains be- 
long to this subtype. 

(b) Subtype Il. Table 3 — These 
strains are characterized by their iden- 
tity to strain DA 594-8 which gives the 
lytic pattern 80/81/7/73 with phages 
at 1,000 x RTD concentrations. They 
are not lysogenic to any of our strains 
of the 80/81 complex but are lysogenic 
to two untypable strains, DA 358-9 and 
DA 359-9. Details of the latter reactions 
will be given in another report. Subtype 
II strains can be lysed and lysogenized 
by phages from strains of 52/52A/80 I. 
Il, and Hl, and 52/52A/80/81 I and 
Il. However, in contradistinction to all 
the other conversion reactions observed 
in this study the phage pattern of the 
converted strains is not identical to the 
pattern of the parent strains of the lyso- 
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genizing phage. For example: Lysogen- 
ization with phage S-41 from 52/52A/ 
80 III strain produced a strain with 
the phage pattern 29/52/52A/80/(79) 
and lysogenization with S-36 from a 
52/52A/80/81 I produced 29/52/52A 
80/81/(79). As indicated by the paren- 
theses around the number, the reactions 
with 79 were usually weak. Furthermore, 
the reactions with 29 were somewhat 
variable, but with 1,000 x RTD phages 
other faint but critical reactions were 
apparent. An additional report will be 
made after further study of these re- 
actions. Subtype II strains are resistant 
to phage S-90. Four strains of this sub- 
type have been found in our collection. 
All were isolated on the same day from 
the air in an operating room of a hospi- 
tal in Savannah, Ga., in June, 1958. 

(c) Subtype IIL. Table 3—-Only the 
original type of this subtype has been 
found, i.e., DA 670-9. It is characterized 
by its lytic pattern of 52/52A/80/81 
with phages at 1,000 x RTD, its sus- 
ceptibility to S-90, and its susceptibility 
to lysogenization by the phages from 
52/52A/80 I, IL, and and 52/52A 
80/81 and II. 
parent strains. It has not been shown 


Conversion is to the 


to be lysogenic. 
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(d) Subtype IV. Tables 4 and 5— 
Three distinct types have been included 
temporarily in this subtype. They have 
heen identified only after in vitro lyso- 
genization of other strains of the 80/81 
complex. No identical strains have been 
found among many tested from our col- 
lection accumulated from 1955-1959 
from various state health department 
and hospital laboratories. Although 
much work remains to be done to in- 
terpret the reactions, the results so far 
obtained seem to have sufficient basic 
implications to warrant a_ preliminary 
report. The experiment was designed 
to produce, if possible, an 80/81 strain 
hy lysogenization of any other staphy- 
lococeus strain, thereby indicating a pos- 
sible origin of these common hospital 
strains. The results herewith reported 
were obtained with a phage S-90 isolated 
from strain DA 1203-9 of phage type 80 
(no reaction apparent to 81 at RTD). 
S-90 lyses 52/52A/80 I. II, and III, 
52/52A/80/81 I, II, and IV, and 80/81 
Ill. As yet the phage patterns after 
lysogenization with S-90 have been 
studied only on the three strains 52/52A/ 
80/81 Il and III, and 80/81 III. The 
strains resulting from these lysogeniza- 
tions have been designated as subtypes 


Table 3—Characteristics of Subtypes of Naturally Occurring Staphy- 
lococcus Strains with Phage Pattern 80/81 


Strain* 


Pattern at 


Susceptiblet 


Type Subtype 1,000 x RTD Phage Strains 
80/81 I 52° /52A° /80/81 none 
(DA 226-6) isolated 
80/81 80/81/7/73 S-91 DA 358-9 
(DA 594-8) DA 359-8 
80/81 Hl 52/52A/80/81 none — 
(DA 670-9) isolated 
* For details on strains and phages see text and appendixes. 
+ Susceptible to phage in preceding column. 
Not typable with phages in routine use (see text). 
Inhibition. 
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Table 4—In vitro Conversion to Staphylococcus Strains with Phage 
Pattern 80/81 


Source of ve. Susceptible to Induced by 
Lysogenizing Phage genizing Lysogenizing Phage Lysogenization _ 
Type Phage Type Subtype Type Subtype 
52/52A/80/81 I\ 80/81 IV A 
(DA 736-8) 
80 S-90 52/52A/80/81 il 80/81 IV B 
(DA 1203-9) * (DA 709-8) 
80/81 80/81 IV 
(DA 670-9) 
* For details on strains and phages see text and appendixes. 


t Patterns with phages at 1,000 x RTD: Il 


IV A. B. and C with histories and char- 
acteristics as follows: 

(1) Subtype IV A: Strain DA 736-8 
of 52/52A/80/81 IV was converted with 
S-90 to an 80/8 
“inhibition” reactions to phages 52 and 
52A at 1.000 x RTD. reactions charac- 
teristic of 80/81 IL. the common hospital 
strain. However. this conversion was not 
always complete since some of the cells 


strain which shows 


from 
very faint reactions to 52 and 52A al- 
though they yielded a phage identical 
or similar to the lysogenizing phage. 
(The 52 and 52A reactions were evident 
only with 6-9X magnification.) In con- 
trast to 80/81 I these IV A strains are 
lysogenic to all subtypes of 52/52A/80 
and 52/52A/80/81. 

(2) Subtype IV B: Strain DA 709-8 
of 52/52A/80/81 II was converted with 
S-90 to an 80/81 strain which resembles 
the IV A strain in the “inhibition” re- 
actions to 52 and 52A, the occasional 
incomplete conversion, and the lyso- 
genicity to all subtypes of 52/52A/80 
and 52/52A/80/81. As expected, neither 
IV A nor IV B is able to lyse the parent 
strain (DA 1203-9) of the lysogenizing 
phage. IV B is differentiated from IV A 
hy the fact that it is lysogenic to IV A, 
a relationship shared by the parent 


the lysogenized culture showed 
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2/52A/80/81; IV C=80/81. 


strains of the two subtypes, although 
lysogenization in both cases was accom- 
plished with the S-90 phage and hence 
the converted strains carry a common 
prophage: i.e.. 1V B [DA 709-8 (S-90) | 
is lysogenic to [IV A [DA 736-8 (S-90) | 
just as DA 709-8 is lysogenic to DA 
736-8. 


ported in more detail after further ob- 


This phenomenon will be re- 


servation. 

(3) Subtype IV C: Strain DA 670-9 
of 80/81 IIL (52/52A/80/81 with 1,000 
x RTD phages) was converted with S-90 
to an 80/81 strain which does not show 
the 52 and 52A reactions with 1.000 x 
RTD phages: IV C is lysogenic to all 
subtypes of 52/52A/80 and 52/52A 
80/81. It is susceptible to IV B with 
relationships between strains similar to 
those described between IV A and IV B: 
i.e. IV B [DA 709-8 (S-90)] is lyso- 
genic to IV C [DA 670-9 (S-90)] just 
as DA 709-8 is lysogenic to DA 670-9. 
Further these  phe- 
nomena will be reported later. 


observations on 


Epidemiologic Application to Hospital 
Problems 


The differentiation into subtypes of 
strains of the 80/81 complex has proved 
helpful in clarifying some epidemiologic 
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problems. For example, in the outbreak 
of postsurgical infections reported else- 
where’ epidemiologic studies pointed 
very strongly to one individual, Surgeon 
C, as the source of the infections in 13 
patients. However, the initial laboratory 
results showed that the five patients 
from whom cultures were available were 
infected with an 80/81 strain while Sur- 
geon C carried a 52/52A/80/81 strain. 
The strength of the epidemiologic evi- 
dence led to additional study of Surgeon 
C who was then found to carry both the 
80/81 and 52/52A/80/81 strains. Sub- 
sequent work on the 80/81 strains from 
Surgeon C and the patients showed all 
to be subtype I, thus strengthening the 
evidence that Surgeon C was the source 
of the infecting organisms. In the mean- 
time, Intern J, who served on the sur- 
gical team with Surgeon C, developed a 
which 52/52A/80/81 
strain was isolated. It was assumed that 
Intern J acquired his infecting strain 
from Surgeon C, but later subtyping in- 
dicated that this was an erroneous as- 
sumption since the two strains proved 
to be different subtypes of 52/52A, 
80/81 (Table 6). 


lesion from 
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Discussion 


The laboratory investigations reported 
here were undertaken to determine 
whether in vivo lysogenizations could 
explain changes occurring in phage pat- 
terns of staphylococcus strains found in 
nature; e.g., 80/81, 52/52A/80/81, 52/ 
52A/80, and so forth. The demonstra- 
tions of in vitro conversions support this 
hypothesis. It is also supported by 
simultaneous isolations from one indi- 
vidual of two of these related strains. 
Both carriers and patients have been 
observed to harbor two related types 
either at one site or different sites.’*° 
Stronger evidence suggestive of in vivo 
conversion is afforded by lysogenicity 
studies such as described by Rountree." 
She reports on a patient with an 80/81 
strain in empyema fluid and a 52/52A/ 
80/81 strain in sputum and was able to 
convert the former to a 52/52A/80/81 
with a phage isolated from the latter. 
The hypothesis would be further 
strengthened if two strains with such 
a lysogenic relationship were isolated 
from the same site at the same time, 
although this may be difficult to achieve 


Table 5—Characteristics of in vitro Induced Staphylococcus Strains with 


Phage Pattern 80/81 


Strains Induced by 
Lysogenization with S-90* 


Pattern at 


Type Subtype 1,000 x RTD Type Subtype 
52/52A/80 All subtypes 

IV A 52°/52A°/80/81 52/52A/80/81 

80/81 Ill 
52/524/80 All subtypes 

80/81 IV B 52° /52A°/80/81 52/52A/80/81 

80/81 Hl, WV A&C 

52/52A/80 All subtypes 

VC 80/81 52/52A/80/81 ig 

80/81 Ill 

* For details on strains and phages see text and appendixes. 


Inhibition. 
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| Lysogenic to: 


Table 6—Use of Subtyping to Clarify Epidemiologic Relationships 


Subtype 


Phage type tT 
80/81 — 80/81 
t 
Epidemiology Epidemiology 
INTERN J] <€. SURGEON © - - —— PATIENTS 
J Phage type 
52/52A/80/81 52/52/80/81 
| Subtype 
| 


Confirmed link 
. Apparent link 
Broken link 


since lysogenization and conversion may 
occur rather rapidly and preclude co- 
existence of the two strains long enough 
for in vitro isolation and identification. 

Among the cases which we have ob- 
served and studied one patient with ex- 
tensive burns had two strains isolated 
at different times, one of which was 
demonstrated to be lysogenic to the other 
by in vitro tests; i.e. 52/52A/80 to 
80/81. In view of the extent of the 
lesions and limited follow-up studies no 
clear-cut evidence of in vivo conversion 
could be established. In another case 
which will be reported in detail at a 
later date, an intern has carried simul- 
taneously two types, one of which was 
lysogenic to the other; i.e.. 52/52A/80 
to 52/52A/80/81. In other cases which 
have been studied the individuals with 
two types had strains of which neither 
was lysogenic to the other whether they 
carried the two types at the same time 
and site or at different times and sites. 

It is apparent that dual infection with 
different types does occur, sometimes 
without and sometimes with lysogenic 
relationship between the two strains. The 
fact that the latter situation has been 
observed lends support to the in vivo 
conversion hypothesis as one possible 
explanation for the naturally occurring 
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variations in phage patterns of the 80/81 
complex. The ease with which these 
strains become lysogenized suggests, as 
implied by Lowbury and Hood,’ that 
phage therapy would result in rapid 
development of phage resistant strains 
and would thus be of little value unless 
a phage could be found which is capable 
of converting all strains to quite differ- 
ent, less virulent strains. It might be 
well to mention here that strains with 
phage patterns including 29 and 79 
reported in Tables 1 and 2 are not pecu- 
liar to in vitro manipulations but are 
isolated occasionally from nature. 

The present studies point out two im- 
portant areas of serious potential con- 
sequence in the application of phage 
typing results to the resolution of staphy- 
lococcal problems in hospitals: (1) The 
isolation of two different strains of the 
80/81 complex from both carriers and 
patients; and (2) the existence of dis- 
tinct subtypes within each of the three 
major groups; 80/81, 52/52A 
80/81, and 52/52A/80. Both of these 
problems were encountered in the study 
of postsurgical infections although in 
that particular situation the subtyping 
evidence was of relatively little conse- 
quence since the important element was 
Surgeon C’s relation to the patients. 
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However, in other situations the sub- 
typing, or at least lysogenicity studies, 
may prove to be the only means of 
determining the true relationship be- 
tween personnel and patients, thereby 
hastening the control of an outbreak or 
preventing the unnecessary removal of 
key personnel from duty. 

We do not mean to suggest that mul- 
tiple cultures should be made, multiple 
colonies picked, and/or subtyping 
tempted in every case. However, we do 
believe that our observations reempha- 
size the need for complete and careful 
epidemiologic investigations in conjunc- 
tion with phage typing, for close co- 
operation the epidemiologist 
and laboratorian, and for extremely 
careful evaluation and special labora- 
tory investigations of situations with 
such serious implications as the case of 
Surgeon C. 


between 


Summary 


52/52A/80/81 and 52/52A /80 staphy- 
lococcus strains have been shown to in- 
clude at least three subtypes each. 80/81 
strains include four subtypes, one of 
which has been found only after in vitro 
lysogenization. 

Lysogenization can be accomplished 
with phages isolated from the strains 
themselves, and results in changes in 
types both within and between the major 
types. The lysogenized strain usually, 
hut not always, takes on the character- 
istics of the parent strain of the lyso- 
genizing phage. 

Strains of two or more of these major 
types have been isolated on several occa- 
sions from a single individual, either 
carrier or patient, at the same or differ- 
ent times, or from the same or different 
sites. 

Epidemiologic implications and appli- 
cations of the subtype, lysogenization 
and multiple type phenomena are dis- 
cussed. 
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APPENDIX 1 


Culture, Source, Date Received: 


DA 226-6, Michigan,* 10/26/56; DA 16-7, 
baby, South Carolina,* 1/24/57; DA 223-8, 
Georgia,* 4/1/58; DA 412-8, Georgia,* 
5/27/58: DA 594-8, operating room air, 
Georgiat; DA 709-8, abscess, Georgiat; DA 
736-8, nose, Georgia,t 11/18/58; DA 779-8, 
sputum, Georgia,t 12/9/58; DA _ 16-9a, 
abscess, Georgia,t 1/12/59; DA 670-9, nose, 


Georgia,t 6/8/59: DA 1203-9, nose. 
Georgia,t 7/20/59; DA 100-9, nose. 


Georgia,* 2/9/59; DA 358-9, nose, Georgia.t 
4/15/59; DA 359-9, nose, Georgia,t 4/13/59. 


* State Health Department Laboratory. 
+ CDC, Technology Branch, Savannah, Ga. 
} CDC Epidemiology Branch, Atlanta, Ga. 
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Phage, Parent Strain, Propagating Strain: DA 16-9a, DA 226-6; S-85b, DA 16-9b, DA 


S-36, DA 16-7, DA 226-6; S-39, DA 779-8, 226-6; $-90, DA 1203-9, DA 670-9, 709-8 and 
DA 226-6; S-41, DA 412-8, DA 226-8; S-85a, 736-8; S-91, DA 594-8, DA 358-6. 
APPENDIX 2 


In vitro conversions by lysogenization: Strain and phage. 

DA 226-6 plus S-39 gives DA 226-6 (S-39) Subtype I 

DA 2266 ” S85a DA 226-6 (S-85a) ll 

DA 2266 ” DA 226-6 (S-41) iil 

DA 679-9 ” Corresponding to DA 226-6 conversions. 

DA 226-6 plus S-36 gives DA 226-6 (S-36) Subtype I 

DA 2266 S85b ” DA 226-6 (S-85b) Il 

DA 670-9 ” Corresponding to DA 226-6 conversions. 


DA 412-8 plus S-36 gives DA 412-8 (S-36) Subtype I 

DA 226-6 (S-41) S36 DA 2266 (S-41) (S-36) Subtype I 

DA 779-9 " S86b ” DA 779-9 (S-85b) Subtype II 

DA 412-8 $-85b DA 412-8 (S-85b) Il 

DA 226-6 (S-41) S-85b DA 226-6 (S-41) (S-85b) Subtype Il 
52/52A/80/81 - - - - = = = t0 += + + 52/52A/80 
DA 16-9B II plus S-41 gives DA 16-9b (S-41) Subtype III 

DA 16-7 I * S41 ” DA 16-7 (S-41) i“ Ill 

DA 226-6 (S-85b) II S41 DA 226-6 (S-85b) (S-41) Subtype III 

DA 226-6 (S-36) I * S41 ” DA 226-6 (S-36) (S-41) = Il 


Information on other conversions is available upon request. 


Dr. Sakurai is working under the Visiting Scientist Program; Dr. Updyke is 
with the Staphylococcus and Streptococcus Unit; Dr. Nahmias is with the 
Epidemiology Branch, Communicable Disease Center, Public Health Service, 
U. S. Department of Health, Education, and Welfare, Chamblee, Ga. Dr. 
Gerhardt, formerly with the Staphylococcus and Streptococcus Unit, is now 
with the Department of Bacteriology, Kansas University, Lawrence, Kans. 

This paper was presented before the Laboratory Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Altantic 
City, N. J., October 21, 1959. 
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Malaria is one of the most important diseases in the world. For this reason 


the following analysis of the epidemiology and mortality of malaria in 


Antigua is of interest, particularly in the light of its decline. 


EPIDEMIOLOGY AND MORTALITY OF MALARIA IN 


ANTIGUA, BWI, 1857-1956 


K. H. Uttley, M.D., D.T.M.&H. 


Pepe an island of 108 square miles 
situated in latitude 17° north and 
62° east of Greenwich, is one of the Lee- 
ward Islands lying between Puerto Rico 
to the west and the Windward Islands 
and Barbados to the southeast. The 
population is at present about 55,000, 
though a hundred years ago it was 36,- 
100. It fell slowly until 1921, when it 
was 28.800, but has risen rapidly since 
the early 30°s. Most of the inhabitants 
are of African descent, and during the 
years under review the white popula- 
tion never constituted more than 5 per 
cent of the total. The inhabitants are 
engaged in the growing of sugar cane 
and in peasant farming, with fishing as 
subsidiary Twenty-two 
per cent of the population live in the 
only town, the remainder in about 40 
well circumscribed villages evenly dis- 
tributed over the island, a somewhat un- 
usual feature of the smaller West Indian 
Islands, where the 
usually scattered along the coast. 
Geologically the island is divided into 
three clearly defined areas: a limestone 
area in the northeastern third, a central 
low-lying plain of black loam and heavy 
clay, and a volcanic, 
rugged, hilly region with steep-sided 
valleys separating the mountain ridges. 
In this last area the ground swells to 
which the western side of the island is 


occupation. 


yopulations are 
po} 


southwestern 
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sometimes subjected have filled in the 
bays with a sandy detritus and have en- 
closed salt ponds and brackish lagoons 
behind sand bars, making ideal breed- 
ing places for certain of the island’s 
anopheline mosquitoes. 


Climatology of Antigua 


In general, Antigua having no high 
hills to shut out the northeast trade 
winds, the climate is not as hot and 
humid as most of the lands of the 
Caribbean. Temperatures as high as 
93° F and as low as 60° F have been 
occasionally recorded, but there is not 
commonly a variation of more than ten 
degrees about the annual mean of 79° F. 
The average annual rainfall is 43.3 in., 
about half of which falls between August 
and November; the driest months are 
from January to April (see Table 2). 
The runoff is rapid after a rainfall and 
within a few days the soil looks very 
dry; consequently, water does not col- 
lect for long in streams or ditches, 
though a number of man-made ponds 
scattered about the island maintain col- 
lections of water all the year round. 
There are no permanent streams. The 
hills (maximum 1,330 feet) are not high 
enough to attract a cloud cap and there- 
fore do not enhance the precipitation of 
rain to any extent, which is much below 
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the average for the West Indies. Varia- 
tions in the amount of the annual rain- 
fall are considerable and the island is 
subject to long periods of severe drought 
every few years. 


The Survey 


As in most of the smaller West Indian 
Islands, official records in Antigua do 
not go back very far and have not been 
carefully compiled, consequently, data 
about the morbidity and mortality of 
malaria do not exist to any great extent 
except in so far as death registration is 
concerned. However, registration of 
births and deaths has been enforced 
since 1856; it quickly became accurate, 
more especially as regards deaths, be- 
cause no dead body could be buried 
without a burial order, which could not 
he supplied except on presentation of a 
doctor’s or covoner’s death certificate. 
In addition to this, Antigua has been 
fortunate in that over the last one hun- 
dred years, if not longer, there has been 
an adequate number of competent physi- 
cians, so that the diagnoses on the death 
certificates have been reasonably accur- 
ate according to the views and experi- 
ence of the times, though the microscope 
was probably not used in Antigua until 
the time of the First World War. 

The Antigua material on which this 
survey is based has been obtained by 
the author during a perusal of all the 
entries in the registers from 1857 to 
date, during which he has extracted the 
necessary information about malaria, 
ague, remittent fever, black water fever. 
and the other synonyms under which the 
disease was known during the 19th cen- 
tury. Only persons of African descent 
are under consideration in this paper in 
so far as Antigua is concerned, and 
where comparisons are drawn with other 
territories, an attempt has been made, as 
in the case of British Guiana. to restrict 
comparisons to persons of African des- 


cent (Table 1). 
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Table 1—Antigua, Age at Death from 
Malaria, by Sex, 1857-1956 


Expressed 
as a Per 
cent of 
the Total 
Age Malaria 
Group Males Females Deaths 
0- 4 228 234 
5- 9 92 76 2 
10-14 52 47 7.3 
15-19 50 44 69 
20-24 38 19 6.4 
25-29 26 28 4.0 
30-34 17 22 2.9 
35-39 18 20 2.8 
40-44 25 25 3.7 
15-49 12 30 3.1 
50-54 17 22 2.9 
55-59 14 26 2.9 
60-64 26 27 3.9 
65-69 11 18 2.1 
70-74 15 20 2.6 
75 and over 9 25 2.5 
Total 650 713 1,363 


Comment: Malaria was especially fatal in the early 
years of life after adolescence its mortality remaine 
fairly steady until late in life An examination of the 
eight censuses taken in Antigua since 186] shows that 
less than 10 per cent of the population has been aged 
55 years or over, so that one can conclude from the 
table that the mortality increased 
elderly, but apart from this it is remarkable how steady 
Because 
of the predominence of adult females in those aged 
15 years or more, the difference in the numbers of males 


somewhat in the 


the middle decades of life 


and females who have died from malaria is not sig 
nifieant 


The middle six months of the year 
had the mortality, but the 
disease was a killing one all the year 


smallest 
round. The wet season begins in August 
and lasts until December, while the ma- 
‘aria mortality begins to rise three or 
four months later (Table 2). 

Table 3 shows the malaria death rate 
per 100,000 living for each year from 
1857 to 1948. when the last death oc- 
curred. The annual rainfall in inches 
for each year from 1874, when it was 
first recorded. is also set down. 
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The calculation of the coefficient of 
correlation between years of high and 
low rainfall with those of high and low 
malaria mortality shows that there is no 
association of any statistical significance, 
but if the calculation of the monthly 
deaths with the monthly rainfall for the 
same or preceding months is made, there 
is the following association: 

Malaria mortality of one month, correlated 


with the rainfall of three months previously. 
r=0.69 (S.E. is 0.30). 


Malaria mortality of one month, correlated 
with the rainfall of four months previously. 
r=0.73 (S.E. is 0.30). 

Malaria mortality of one month, correlated 


with the rainfall of five months previously. 
r=0.61 (S.E. is 0.30). 


The values for other correlated months 
have no association of statistical signifi- 
cance. The material on which these 
conclusions are based is shown in the 
following tabulation: 


Mean 

Deaths Recorded 

from Rainfall, in 
Malaria, Inches, 

Month 1903-1948 1903-1952* 
January 134 2.28 
February 83 1.45 
March 94 1.47 
April 63 2.16 
May 59 3.65 
June 51 3.32 
July 59 3.20 
August 50 4.44 
September 50 5.28 
October 72 5.00 
November 98 5.38 
December 106 3.16 
Total 919 40.79 

* 1903 is the earliest year for which monthly rainfall 
figures are available. Only the 50-year averages are 


accessible to the author. 


Mosquito Vector in Antigua 


Antigua was 
1952). 


occurred 


The main vector in 
Anopheles aquasalis (Charles, 
but severe epidemics have 


where Anopheles albimanus was the only 
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anopheline present. Antigua is almost 
at the southerly limit in the Caribbean 
islands to which A. albimanus extends. 
Charles and Senevet (1953) established 
that in the Caribbean it is limited to the 
Greater Antilles (i.e., to Jamaica, Cuba, 
Puerto Rico, and San Domingo), the 
Leeward Islands, Guadeloupe, and Marie 
Gallante. It is not met with in the Wind- 
ward Islands or further south. Anopheles 
aquasalis has a wider distribution and 
is probably found in every Caribbean 
island. It is the only vector in the Wind- 
ward Islands (Charles, 1952) which lies 
to the southeast of the Leeward Islands. 
Anopheles albimanus breeds in and is 
the most common anopheline in the 
shallow fresh-water ponds and sluggish 
or stagnant streams. Charles found it 
in the vicinity of every inhabited local- 
ity in Antigua. Anopheles aquasalis is 
found in the brackish mangrove swamps 
beside the sea and also in the sluggish 
or stagnant temporary streams on the 
east and south of the island, very often 
in association with A. albimanus. Both 
species are found in artificial contain- 
ers of water near estates and villages, 
and both breed all the year round. 
Anopheles argyritarsis has not been 
found infected in Antigua and is not 
nearly as common as the other two 
species, but in view of its behavior else- 
where in the Caribbean it was under 
suspicion in Antigua. All three species 
of mosquito are zoophilic. 


Parasite 


In Antigua in recent times the para- 
sites were Plasmodium falciparum and 
Plasmodium malariae in the proportion 
of two to one (Charles, 1952). He did 
not find Plasmodium vivax in 915 posi- 
tive blood films, nor yet, as he states, in 
ten years of blood film examinations. 
By contrast, however, McDonald (1922) 
found all three parasites in the propor- 
tions of 61 per cent P. falciparum, 28 
per cent P. malariae, and 11 per cent P. 
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Table 2—Seasonal Death Rate from Malaria, Monthly Rainfall in Inches, 


Antigua, 1857-1956 


Number 


of 
Month Deaths 

January 192 
February 116 
March 136 
Ist Quarter 
April 80 
May 75 
June 72 
2nd Quarter 227 
July 93 
August 81 
September 98 
3rd Quarter 272 
October 116 
November 150 
December 154 
4th Quarter 420 
Total 1,363 


First 
Quarter 


Rainfall in 

Inches Fourth 
(Average of Quarter 
100 1903-1952) -100 


100 5.20 38 


61 12.92 95 


95 13.54 100 


vivax in 300 positive blood films. The 
relatively high incidence of P. malariae 
in Antigua was considered in the past 
as one of the possible causes of the 
nephritis of children prevalent at that 
time; a similar state of affairs has pre- 
vailed in the island of 
Dominica. 

A like change-over in the type of 
parasite usually found in the blood films 


neighboring 


has been occurring in other West Indian 
Islands and may in 
though not in Antigua where the change- 
over occurred too early, be due to the 
use of the new antimalarial drugs on a 


instances, 


large scale. 

In Grenada, a highly malarious island, 
a survey by Earle in 1932 showed 90 
per cent of positive films to be due to 


P. falciparum, whereas previously over 
many years P. vivax and P. falciparum 
were present in equal numbers, along 
with a few P. malariae. A possible ex- 
planation may be concerned with the 
time of year of Earle’s survey. though I 
think that this is unlikely. In the French 
islands P. vivax was very common until 
20 to 25 years ago, when a change-over 
occurred to P. falciparum (see Montes- 
truc (1936) and Montestrue (1947) for 
Martinique, and Sautet (1951) and Lan- 
guillon (1951) for Guadeloupe). 


Morbidity of Malaria in Antigua 


Few departmental records have sur- 
vived for more than a decade or so: 
consequently, it is not possible to form 
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2.28 
1.45 
| 1.47 

2.16 
: 3.65 
3.32 

51 9.13 67 
3.20 
144 
5.28 

5.00 
5.38 
3.16 

40.79 
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an estimate of the extent to which ma- 
laria has been present in the community 
in the past, though Charles (1952), 
when making his survey of the colony, 
was able at that time to assemble sufhi- 
cient data to conclude that for the years 
1933-1942, the average for the decade 
was around 4,800 cases per 100,000 an- 
nually, varying from 10,260 in the epi- 
demic of 1936 to 1,289 in 1941. No 
indigenous malaria has occurred since 
1952. There is no means available for 
assessing the degree to which malaria 
was present in the population before 
1930; since that date the situation has 
heen materially affected by the advent 
of the synthetic antimalarials, followed 
later by antimalarial campaigns. Com- 
parable data from other Caribbean ter- 
ritories follow. 


Mortality 


Leeward Islands 


St. Kitts (Christopher)—There has been no 
death from an indigenous case since the epi- 
demic of 1897. 


Nevis—There has been no death since 1946. 
Before that date and since 1918, the mor- 
tality fluctuated from a maximum of nine 
deaths to an average of two or four a year. 
The population of the island is 12,000. 


Montserrat—This island is usually considered 
to be free from malaria, but a localized out- 
break due to P. falciparum occurred in one 
village in the late 30's and early 40’s when 
the mortality rose in one year to 33 deaths. 


Windward Islands 


Grenada—This has always been a_ highly 
malarious island. 
1923-1932 the mortality was 96 per 100,000. 
1933-1942 the mortality was 89 per 100,000. 
1949-1953 the mortality was 53 per 100,000. 


St. Vincent 
1933-1942 the mortality was 8 per 100,000. 
1943-1952 the mortality was 3 per 100,000. 
St. Lucia 
1933-1942 the mortality was 200 per 100,000. 
1948-1956 the mortality was 84 per 100,000. 


Dominica— 
1933-1942 the mortality was 101 per 100,000. 
1946-1954 the mortality was 67 per 100,000. 
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(Note: Certain of the preceding fig- 
ures are from Charles, 1952. The 
others are from the annual reports of 
the medical departments of the colonies 
concerned. ) 


Barbados 


No indigenous cases have been reported since 
the end of the 1927 epidemic, occasioned by 
the return of individuals infected with P. 
falciparum from Cuba, at the same time 
that A. albimanus was brought in sloops 
from neighboring islands. It was quickly 
controlled. 


Jamaica 
Ratio of Medically 
Certified Natural 
Deaths to Total 
Number of Natural 
Deaths, in Per cent 


Medically Certified 
Malaria Deaths per 
100,000 Living 


1881-1886 18 16.1 


1886-1890 40 19.4 
1891-1895 37 22.7 
1896-1900 40 21.8 
1901-1905 42 20.0 
1906-1910 52 21.6 
1911-1915 43 26.4 
1916-1920 41 26.8 
1921-1925 41 27.2 
1926-1930 30 28.7 
1931-1935 45 36.4 
1936-1940 A 45.5 
1941-1945 42 48.6 
1946-1950 41 54.7 

51 34 57.7 
1952 46 60.1 


Because the proportion of deaths certified by doctors 
is a small one in Jamaica, these figures do not indicate 
much more than that malaria mortality has probably 
been fairly constant over the period. 


British Guiana 

Negro population only. 
1930-1938 the mortality averaged 431 per 
100,000.* 
1944-1946 the mortality averaged 88 per 
100,000. 
1952-1954 the 
100,000. 


mortality averaged 1 per 


Dutch Guiana 
1939-1946 the mortality averaged 98 per 
100,000 (WHO, 1952). 


* This included undefined fever. 


Table 3—Death Rate from Malaria and the Rainfall for Associated Years, Rainfall 
Recorded Only from 1874 
Death Death 
Rate from Annual Rate from Annual 
Malaria per Rainfall Malaria per Rainfall 
100,000 in 100,000 in 
Year Living Inches Year Living Inches 
1857 6 1907 49 43.5 
1858 17 1908 65 43.8 
1859 8 1909 109 45.2 
1860 11 1910 41 34.8 
1861 ll 1911 49 36.5 
1862 8 1912 43 32.2 
1863 3 1913 30 42.8 
1864 3 1914 23 36.9 
1865 25 1915 20 56.1 
1866 17 1916 243 58.2 
1867 20 1917 149 36.6 
1868 3 1918 78 37.9 
1869 6 1919 73 49.6 
1870 9 1920 83 30.1 
1871 9 1921 59 30.3 
1872 20 1922 20 35.1 
1873 0 1923 13 32.4 
1874 9 31.2 1924 20 41.6 
1875 23 28.8 1925 23 30.8 
1876 6 42.0 1926 42 50.2 
1877 18 49.1 1927 149 48.2 
1878 6 47.1 1928 119 33.2 
1879 23 61.5 1929 31 40.8 
1880 12 49.7 1930 27 25.5 
1881 12 53.8 1931 15 48.6 
1882 iv) 33.0 1932 151 58.5 
1883 12 55.5 1933 76 41.5 
1884 26 44.0 1934 41 41.9 
1885 9 43.4 1935 14 38.3 
1886 28 47.8 1936 107 60.0 
1887 34 43.7 1937 131 47.3 
1888 17 44.2 1938 39 14.8 
1889 50 73.6 1939 24 29.7 
1890 47 33.0 1940 35 37.4 
1891 58 50.0 1941 27 49.4 
1892 44 38.4 1942 50 50.0 
1893 53 38.7 1943 68 49.1 
1894 42 38.9 1944 33 37.1 
1895 76 52.9 1945 10 40.9 
1896 46 59.9 1946 5 37.1 
1897 Al 39.7 1947 2 28.8 
1898 do 48.9 1948 5 36.4 
1899 64 17.5 
1900 79 37.0 No death from malaria since 1948 
1901 152 57.6 No indigenous malaria since 1952 
1902 147 56.0 
1903 140 43.7 
1904 54 37.0 
1905 70 31.4 
1906 61 53.9 
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Trinidad 
1938-1940 the mortality averaged 98 per 
100,000. 
1941-1945 the mortality averaged 161 per 
100,000. 
1946-1950 the mortality averaged 59 per 
100,000. 
1951-1955 the mortality averaged 20 per 
100,000. 
1956 the mortality averaged 3 per 100,000. 


American Virgin Islands 


One death occured between 1939 and 1946 
(WHO, 1952). The population is 27,000. 


Mosquito Vectors in the 
Caribbean Area 


In order that a true perspective of 
events in Antigua may be obtained, it 
is necessary to give the following brief 
outline of the vectors in this part of 
the world: (1)=A. albimanus; (2) = 
A. aquasalis; (3) =A. argyritarsis. 


Islands 

Antigua—(1), (2), and (3), Charles (1952). 

St. Kitts, Nevis, Anguilla—(2) which is rare 
in St. Kitts, Charles (1952). 

Nevis—(1) and (2), Charles (1952). 


Montserrat—(1) and (2), Charles (1952). 


Leeward 


Windward Islands 

Grenada—(2) is the only vector, Charles 
(1952). (2) is always found with malaria, 
Earle (1932) and (1936). (3) and Ano- 
pheles pseudopunctipennis present, Root 
and Andrews (1938). 

St. Vincent—(2) and (3), with the latter pre- 
dominating, Charles (1952). 

St. Lucia—(2) and (3), Charles (1952). 


Dominica—(2) and (3), Charles (1952). 


Barbados 

A. albimanus is now absent from the island, 
though it was introduced in 1927, when it 
gave rise to the epidemic of that year, 
Rozeboom (1953). 

Trinidad 

(2) and Anopheles bellator, Stage and Gillette 
(1947); Downs, et al. (1944): Gillette 
(1945); Verteuil and Spence (1937): Ver- 
teuil (1925). 

British Guiana 


Anopheles darlingi is the most dangerous 
vector, Giglioli (1938). Since Giglioli’s 
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paper, (he antimalaria campaign in British 
Guiana has almost eliminated malaria with 
the mosquito vector. 


Puerto Rico 
(1) Earle (1939); Stephens and Pratt (1947); 
(1) and Anopheles grabhamii, Root (1922). 


American Virgin Islands 

In St. Croix, “A. albimanus has been re- 
cently introduced and is now a_ vector,” 
Hayes (1930); Lowman (1929). Since 
these papers were written an antimalaria 
campaign has eliminated the mosquito. 


Cuba 


(1), Carr and Hill (1942). Anopheles vesti- 
pennis, Meléndez (1946). 


Haiti 

(1), U. S. Nav. M. Bull. (1933), (1) and A. 
grabhamii, L’Herisson (1934); Butler and 
Peterson (1927). 


Dominican Republic 
(1), Mackie, et al. (1951); Caldwell (1945); 
Caldwell (1946). 


Jamaica 
(1). 


French Territories 

Guadeloupe—(1), (2), and (3), Sautet (1951); 
Languillon (1951). 

Martinique—(2) is the chief or only vector, 
Montestruc (1947). 

French Guiana—Anopheles darlingi. 
(1947). 


Floch 


Dutch West Indies 

Surinam—(2) and (3) are the most im- 
portant vectors, Urchs (1927): Bonne 
(1924): Bonne-Webster and Bonne (1921). 

Netherlands Antilles—No malaria present, 
though A. pseudopunctipennis is found, Van 
der Kuyp (1956). 


Bermuda 
No malaria vector is 


(1924). 


present, Langrishe 


These species are all met with on the 
South and Central American mainland 
in different areas and in varying degrees 
of frequency. For good reviews of the 
mosquitoes of the region see Senior- 


White (1950) and Komp (1942). 


Summary and Conclusions 


A survey of the death registers of 
Antigua for the last one hundred years 
shows that during that period malaria 
has been moderately prevalent until the 
last eight years, when it appears to have 
died out. 

Data from other territories confirm 
that the malaria mortality was falling 
rapidly. even before the recent large 
scale antimalaria campaigns initiated 
since the Second World War by the 
World Health Organization. 

As in most other countries the mortal- 
ity from the disease fell most heavily on 
the infant and young child. Its mortal- 
ity at adult ages appeared to be remark- 
ably uniform until late life. 

A comparison with other West Indian 
Islands shows that malaria mortality 
varies and has varied enormously, being 
normally absent in Barbados, whereas 
in Grenada and St. Lucia the rate is still 
very high. 

Earlier workers showed that in An- 
tigua the main mosquito vector was A. 
aquasalis. though A. albimanus was on 
occasion the only mosquito present dur- 
ing severe epidemics. Anopheles argyri- 
tarsis has not been found infected in 
Antigua. though on_ epidemiological 
grounds and by analogy from neighbor- 
ing territories it may have been an 
occasional vector. These findings by 
others for Antigua are compared in this 
paper with similar data from other terri- 
tories in the Caribbean area, and as 
would have been expected, Antiguan ex- 
perience was typical of what ‘has hap- 
pened and is happening in the Carib- 
bean. 

During the last 20 or 30 years of 
malaria prevalence in Antigua there 
were indications that the predominant 
species of malaria parasite changed. This 
happened also in other Caribbean 
islands. Whereas in the latter this may 
have been due to the use of the newer 
synthetic antimalarials, the change over 


in Antigua probably occurred before the 
advent of the drugs. 

In the first paragraph of these con- 
clusions I have advisedly stated that 
“|. . malaria . . . appears to have died 
out,” because the three species of mos- 
quito involved in the spread of malaria 
in the island have by no means been 
completely eliminated and, because of 
their zoophilic habits, their complete 
destruction is not possible with the cur- 
rent limited financial resources of the 
island. It needs merely some slackening 
of effort on the part of the antimalaria 
gangs, combined with the arrival of an 
imported mild case of malaria to pre- 
cipitate a fresh epidemic, more especi- 
ally as any relative immunity or premu- 
nition that may have been possessed by 
the population at large becomes lost 
with the passage of time. 

In Antigua, as elsewhere in the Carib- 
bean, malaria was a disease of the 
autumn and winter, though it was liable 
to be present all the year round. The 
time of maximum mortality was associ- 
ated with a time lag of three to four 
months after the onset of the rainy 


season. 
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A program for prevention of heat illnesses at an air force base is presented 


below. This is a clear account of prevention applied to an 


occupational situation. 


SUCCESSFUL PREVENTIVE MEDICAL MEASURES AGAINST 
HEAT ILLNESS AT LACKLAND AIR FORCE BASE 


Robert B. Stonehill, Lt. Colonel, USAF, MC, and Philip G. Keil, Colonel, USAF, MC 


ILLNESS is a fascinating and 
sometimes catastrophic, preventable 
predicament to which the human body is 
vulnerable. In the summer of 1956, the 
Medical Department at this base became 
acutely aware of the heat illness problem 
when 13 heat stroke cases and two 
deaths occurred. During the period 
1956-1957, with the closing of the other 
two basic training centers of the Air 
Force, Sampson (upstate New York), 
and Parks (central California), an in- 
flux of basic airmen reported to this base 
who were not acclimatized to heat or 
physically conditioned for arduous phy- 
sical training. Thirty-nine heat strokes 
with no deaths occurred during the sum- 
mer of 1957 in spite of a Preventive 
Medical Program. Due to the number 
of cases of heat exhaustion and heat 
stroke recorded during the summers of 
1956 and 1957, a more vigorous pro- 
gram was instituted during the summer 
of 1958 which effectively emphasized 
their prevention. The Dry Bulb Tem- 
perature Index was replaced by the Wet 
Bulb Globe Temperature Index 
(WBGT)." as an indicator for modify- 
ing the training program. The outcome 
of this program pro ed so successful it 
is being reported to: possible utilization 
at other sites with potentials for heat 
illness. 

The manifestations of heat illness were 
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of three principal types, all resulting 
from the body’s inability to adjust to 
exposure and physical stress under high 
or excessive environmental heat load. 
First, heat cramps resulted in cramping 
pains of the skeletal or abdominal mus- 
There was no ac- 
companying alteration of 
body temperature. The patients had in- 
variably perspired excessively and had 
replaced the fluid loss without adequate 
replacement of salt. 

Second, and most frequently noted, 
While the rectal 


temperature was elevated the patients 


culature and nausea. 
significant 


was heat exhaustion. 


generally were sweating intensely, were 
reasonably coo! 
dence of mild peripheral circulatory col- 
lapse. Hyperventilation, lassitude, faint- 


ing, and mental confusion were frequent. 


to touch, and had evi- 


and most men complained of headache. 

Finally, heat stroke was the 
alarming condition which we 
tered. It constituted an acute emer- 
In these cases there was a break- 
down of the body's heat regulation 
mechanism with complete cessation of 
sweating. The bodily temperatures 
climbed rapidly, often to alarming 
heights (over 110° F rectally). Con- 
sequently, the skin, including even that 
of the axillae and groin was hot and 
dry. The pulse was often rapid and 
thready, and peripheral circulatory col- 


most 
encoun- 


gency. 
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lapse was frequent. Headache, nausea, 
mental confusion and coma were also 
frequent. The immediate medical at- 
tention was directed toward rapid lower- 
ing of the body temperature and correc- 
tion or prevention of circulatory col- 
lapse. In this situation time was of the 
essence and immediate therapy of para- 
mount importance. 

When an individual is initially ex- 
posed to a significantly increased heat 
load he is more prone to suffer heat ill- 
ness because he has not had time for 
the physiologic adjustment to the added 
environmental stress. Experimental work 
in human volunteers has shown that this 
adaptation takes place at a fairly rapid 
rate; it is largely accomplished within 
four days and is virtually complete 
within one week.** During this time 
moderate work done at frequent inter- 
vals increases his adjustment. The 
volume of extracellular and circulatory 
fluid increase and the amount of sodium 
chloride in perspiration decreases.*:® 
Thus in acclimatization, evaporative heat 
loss becomes more efficient without im- 
pairing the circulatory capacities. This 
adaptation will remain for about two 
weeks after the person is removed from 
the hot environment. 

Individuals who are obese or debili- 
tated are more prone to heat illness.® 
Also more vulnerable are individuals 
from temperate climates, and patients 
with widespread skin disorders such as 
miliaria.** Periodic interruption of the 
excessive heat load will allow more in- 
dividuals to function for longer over-all 
periods under heat stress.” 

Based upon these patterns and the 
presence of a definite problem, a pro- 
gram of prevention was instituted at this 
pase in 1957. Education of the training 
instructors and troops acquainted them 
with the types and characteristics of the 
heat illnesses and their prevention. Per- 
sonal hygiene was emphasized as well as 
the importance of reporting for heat rash 
treatment. When personnel were in 
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direct sunlight helmet liners were worn 
as head _ protection. Washed, non- 
starched, fatigue uniforms were utilized 
to aid in increasing clothing ventilation. 
Overweight individuals were given spe- 
cial scrutiny and advice. Adequate 
water and supplementary salt intake 
were made available to the troops. In 
addition, arduous physical exertion such 
as calisthenics and field training was 
scheduled in the cooler parts of the day, 
and outdoor training was discontinued 
when the dry bulb temperature reached 
95° F. In spite of these provisions, 39 
cases of heat stroke occurred in 1957, 
and were given emergency treatment 
consisting of immediate whole body 
icing, I. V. fluids and the treatment or 
prevention of shock. Complications con- 
sisting of four cases of pulmonary edema 
and two cases of peripheral nerve palsy 
occurred. Five patients had rectal tem- 
peratures of over 107° F, at institution 
of therapy. One patient had an initial 
temperature of over 110° F. The lack 
of mortality can be attributed to the 
rapid recognition of the syndrome and 
the immediate, intensive action taken. 

Before the onset of the summer of 
1958, the preventive medical program 
was improved and modified. There was 
no reason to believe that there would 
be any significant variation of heat load 
between the summers of 1957 and 1958. 
This belief was subsequently substan- 
tiated (Figure 1). Troop strength dur- 
ing the corresponding months of these 
two years was comparable (Table 1). 

Minor revisions of the heat illness pre- 
vention program consisted of increased 
availability of water and supplementary 
salt tablets, the removal of fatigue shirts 
during classroom lectures, and the post- 
ponement of arduous physical outdoor 
activities until after the first week of 
training. Outdoor physical training was 
scheduled during the morning hours 
from 0600 to 1000 hours and after 1800 
hours, if necessary. 

The major change in 1958 consisted 
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Figure 1—Comparison of Weather Conditions and Cases of Heat Stroke, 1957-1958 


of the use of the Wet Bulb Globe Tem- 
perature Index of Yaglou to determine 
environmental heat load in place of the 
dry bulb temperature.’ Half-hour com- 
putations of the wet bulb globe tempera- 
ture were made by enlisted technicians. 
They utilized the dry bulb temperature, 
the wet bulb temperature (dry bulb in 
a wet wick which was rotated for evapo- 
ration), and the globe temperature. This 
last reading was taken from a _ ther- 
mometer which was inserted in a six- 
inch copper globe painted flat black and 
exposed to direct sunlight and air move- 
ment. 

The human being loses or gains heat 
by conduction, convection, radiation, 
and evaporation. The dry bulb meas- 
ures the temperature of the air sur- 


rounding the body. When this is less 


than body temperature, heat is lost by 
conduction to the air. When it is higher 
than body temperature, heat is gained. 
The wet bulb temperature estimates the 
humidity of the air. The lower the 
humidity the greater the evaporative loss 
of fluids from the skin and the greater 
the heat loss. The globe temperature 
estimates the effects of radiant heat and 
air movement (convection). The Wet 
Bulb Globe Temperature Index was cal- 
culated as follows: 

WBGT=0.7 wet bulb temperature+0.2 


black globe temperature +0.1 dry bulb tem- 
perature (shade). 


When the WBGT Index reached 88 
degrees red flags were run up on stand- 
ards at strategic sites on the base and 
outdoor training activities were termi- 
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Table 1—Troop Strength 


1957 1958 
May 7,849 May 7,856 
June 10,814 June 9,245 
July 14,788 July 12,582 
August 11,644 August 12,429 


Total 45,095 Total 


nated until the index was again below 88 
degrees. 


Results 


During the summer of 1958 only two 
cases of heat stroke occurred. On May 
27, a 19-year-old white basic airman 
was admitted to this hospital with a 
temperature of 107.8° F, dry skin and 
other manifestations of heat stroke plus 
an acute pharyngitis. Later investiga- 
tion proved that he had multiple con- 
genital ectodermal defects, including the 
absence of some teeth, absence of sweat 
glands, scanty hair and normal pigment. 
He had originally come from Illinois and 
had been on the base 30 days prior to 
admission. 

The second case of heat stroke 
occurred on July 21 in an 18-year-old 
white basic airman from northern 
Michigan who had been on the base for 
two days. During the time he was on 
the base he was occupied largely by be- 
ing issued uniforms and gear and some 
orientation lectures. His admission tem- 
perature was 108° F. He had all the 
manifestations of heat stroke including 
severe mental confusion. Subsequently, 
this patient developed a lower nephron 
nephrosis which required the use of the 
artificial kidney for ten days prior to 
recovery. 

Members of the Navy Medical Depart- 
ment previously reported the successful 
use of the Wet Bulb Globe Temperature 
Index at Parris Island. Their index 
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reading at which outdoor activities were 
terminated was 88° F, or above.® Simi- 
larly, when the WBGT reached 88° F 
outdoor activities at Lackland Air Force 
Base were terminated and classroom- 
type instruction was carried on. The 
outdoor physical training consisting of 
calisthenics, marching, drill, survival 
course participation, cliff climb. and 
rifle range practice was scheduled from 
0600 to 1000 hours. During the months 
of June, July, August, and September 
training activities were halted six times 
as a result of the use of the Wet Bulb 
Globe Temperature Index. A total of 
six hours was lost from this scheduled 
training period (Table 2). The time 
was made up after 1800 hours when the 
WBGT was below 88° F. 


Summary 


Because of a heat illness problem of 
significant magnitude observed during 
the summers of 1956 and 1957. an in- 
tensive medical preventive program was 
instituted at Lackland Air Force Base, 


Table 2—Hours of Training Lost—1958 


Program 


(1000 Hours Cut-Off—88° Temperature 


WBGT) 
Week l1 2 3 4 5 
Month 
June 0 0 0 0 
July 0 0 0 y% 1% 


\ugust 11% %&% O 0 
September 0 1 0 0 0 


Total 12% % % 1% (hr) 


No time would have been lost in 1958 by 
1000 hours had the dry bulb temperaturs 
index of 95° been used. The temperature did 
not reach 95° until later in the day. 

No hours lost in 1957 by 1000 hours at the 
cut-off temperature reading of 95° F. The 
earliest hour the 95° temperature was re- 
corded was at 1200 hours in July and August. 
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the Basic Military Training Center for 
the United States Air Force. 

Unacclimatized individuals were ex- 
posed to the semitropical summers while 
completing basic military training en- 
tailing considerable physical exertion. 
Experience in 1957 demonstrated that 
immediate intensive treatment of cases 
of heat stroke could prevent death. How- 
ever, these individuals were subsequently 
prone to severe heat illness and, there- 
fore, vulnerable to future exposures to 
heat. 

The Preventive Medical Program 
initiated in 1957 and modified in 1958 
contained numerous facets to develop 
adequate heat adaptation, including sup- 
plemental salt and water intakes, ade- 
quate clothing protection from direct 
sunlight, postponement of arduous ac- 
tivities until after the first week of train- 
ing. and elimination of outdoor physical 
activities during the most severe heat 
loads. 

The WBGT Index developed by 
Yaglou was used as an indicator of en- 
vironmental heat stress. When this index 
reached 88° F, or above, arduous, out- 
door, physical activities were termi- 
nated. As a result of this program, only 


two cases of heat stroke occurred, one 
of which was not preventable in any 
preventive medical program. Time lost 
from training was negligible. 
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ADDENDUM 
As a result of the continuation of this 
preventive medical program during the 
summer of 1959, only three cases of 
heat stroke were encountered. 


The authors are with the Department of Medicine, United States Air Force 
Hospital, Lackland, Lackland Air Force Base, Tex. 

This paper represents the personal viewpoints of the authors and is not to be 
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Job classification schemes and how to use them is a topic not often dealt 
with in the public health literature. Yet there is no doubt that the topic 
is of considerable practical importance, and we are pleased to be 


able to offer this discussion in the Journal. 


CAREER SERVICE CLASSIFICATION 


J. J. Donovan 


| SHALL piscuss the subject of career 
service classification under two prin- 
cipal headings: (1) Why and how posi- 
tions in the public service are classified ; 
and (2) how a pay plan is tied into a 
job classification plan. 

In this discussion, I shall also touch 
on some of the special problems of posi- 
tion classification and compensation that 
relate to professional positions in the 
public service, including public health 
veterinarians. We know, for example, 
that the public service in general has 
fallen behind private industry in the 
ability to attract and hold professional 
people in career fields. We also know 
that, in today’s fast-moving tempo, many 
new professional and technical fields of 
specialization are emerging which were 
unknown as little as twenty years ago. 
Some of these emerging specialties are 
still passing through an evolutionary 
stage. This makes it correspondingly 
more difficult for the personnel office to 
classify them properly and determine 
equitable rates of pay. For example, 
the field of veterinary public health 
medicine—or “comparative medicine’— 
is relatively a youngster in the world of 
medical science, and this is a problem to 
be recognized and overcome. 

But now, let us turn to the theory and 
practice of position classification. Let 
us see what answers there are to ques- 
tions like “Why have a classification 
plan?,” and “What is a classification 
plan used for?” After that, I shall talk 
about how a classification plan and a 
pay plan are tied together. 
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What Is Position Classification? 


Much has been written on the sub- 
ject of position classification. To lay the 
foundation for our later discussion, how- 
ever, I think it would be helpful to sum- 
marize quickly the nature and uses of a 
position classification plan. In an article 
which appeared some few years ago in 
this Journal,* Norman Locke summed 
up very well the essence of a classifica- 
tion plan. I quote briefly what he said 
there: 


“Position classification, in its simplest terms, 
consists of the orderly arrangement by 
duties and responsibilities of the positions of 
an agency. This arrangement of positions 
is called the classification plan, a plan that 
can be put to many administrative uses 
and can be of considerable value to the 
health officer. For example, the pay plan, 
or the proper salary level of all classes of 
positions, can be determined by referring 
to the duties and responsibilities of each 
class of position. Employee selection can 
be simplified by the plan, for a given set 
of duties and responsibilities carries with 
it a statement of the minimum requirements 
of training and experience required for 
the successful completion of those duties. 


The classification plan reveals the ladders of 
promotion from one position to the other 
merely by scanning the hierarchy of duties 
in the plan. Programs of employee training 
and orientation may be based on the re- 
sponsibilities of positions in the plan, and 
directed toward the development of the 
skills demanded by those _ responsibilities. 
Likewise, the employee service rating or 
efficiency rating program becomes consid- 


* Locke, Norman. Classifying Health Agency 
A.J.P.H. 39, 10:1331-1334 (Oct.), 


Positions. 


1949. 
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erably clarified by keeping in mind the 
requirements of the position in which the 
employee is being rated. The classification 
plan has been found to be of help in sim- 
plifying the budget process, by supplying 
the administrator with a common title for 
common positions. Further, an organiza- 
tional use has grown out of position classi- 
fication, the process of placing duties and 
responsibilities having been found to reveal 
weaknesses or faults in the organizational 
structure.” 


The Job vs. the Man 


Notice that Mr. Locke's description 
of a classification plan refers to the 
duties and responsibilities of the position 
—not to the employee who happens to 
be in the position at any particular time. 
This may appear to be an artificial and 
unnatural approach—divorcing the job 
from the man or woman who holds it. 
But please remember: Every staff job 
in an organization from top to bottom 
was first vacant before it was ever filled. 
It was first an idea in someone’s mind, a 
gleam in someone’s eye. Someone had 
to sit down and map out the job before 
anyone could move ahead to find the 
person to fill it. Over the years, of 
course, jobs change with changing or- 
ganizational needs. As time passes, jobs 
inevitably show the imprint of the people 
whose talent and energies have expanded 
the scope of their jobs and increased 
their value to the organization. Looked 
at it in this light, focusing attention first 
on the job rather than on the man in 
the job makes sense from the manage- 
ment point of view. 

In one sense, at least, jobs are like 
houses. If we ask a friend what kind of 
a house he lives in, we would hardly 
expect him to say “It’s a $20,000 house” 
and let it go at that. We would expect 
him to say something like this: “It’s a 
Cape Cod Colonial, with two bedrooms 
and a bath, a recreation room and a one- 
car garage, on a 60-foot lot.” Then we 
have a mental image of what he is talk- 
ing about; we can visualize his house as 
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distinguished from other $20,000 houses. 
The same is true of a job. To classify 
it properly requires detailed information 
about the duties and_ responsibilities, 
about the amount and kind of super- 
vision that is received and exercised, 
about the degree of skill required, the 
amount of freedom to use independent 
judgment, the consequences of decisions, 
and many other similar intimate details. 
When the agency responsible for classi- 
fying jobs has assembled these data, it 
is then possible to make an accurate and 
intelligent grouping of jobs within the 
framework of a classification plan. 


Management Makes the Jobs 


This leads to a point that often causes 
misunderstanding. It is the ultimate re- 
of management—not the 
personnel office—to decide how many 
employees to hire and how their work 
is to be organized. In other words, the 
administrative director of a_ public 
health agency is the person who should 
decide how many employees he can 
employ under his budget, and what their 
duties should be. The personnel office, 
however. can assist the public health 
director by classifying the different jobs 
in his organization. 

The point is soon reached where it 
becomes necessary to make a decision as 
to how many different kinds of jobs will 
be formally recognized within a particu- 
lar organization. The number of job 
classes will depend partly on the size of 
the organization, of course, but there is 
no standard formula for arriving at an 
answer. In the final analysis, a decision 
rests on the informed judgment of top 
management with the advice and coun- 
sel of the personnel agency. Ultimately, 
let us say, agreement is reached that in 
a public health agency which has a total 
staff of 75 people, there are 18 separate 
kinds of jobs. Some of these jobs are 
one-of-a-kind specialties; in other in- 
stances. the facts may show that a half- 
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dozen people are all doing essentially the 

same kind and level of work. 

But whatever the decision may be as 
to the number of different jobs there are 
in the organization, when a particular 
job has been recognized for purposes of 
separate treatment in the classification 
plan, these three steps follow: 

1. A written job description is prepared 
which portrays the job in concise, clear- 
cut terms. 

2. A suitably descriptive title is selected for 
the job-class which, ideally, is sufficiently 
informative in itself to distinguish it from 
other related jobs. 

3. The positions in the organization are as- 
signed to the standard job class that most 
closely fits their particular duties. 


In the language of the personnel man, 
the term “job class” means a group of 
positions which are closely similar in 
duties and responsibilities. The simi- 
larity should be close enough so that 
‘ach position in the group (1) can be 
given the same job title; (2) requires 
the same education and experience; (3) 
can be filled by substantially the same 
tests of ability or selection methods; and 
(4) is of a similar level of job worth and 
therefore deserves the same salary range. 
This definition provides the working 
yardstick for grouping two or more posi- 
tions into a single class, or when the 
facts warrant it, separating several posi- 
tions into more than one class. For 
example. in a public health agency. 
there may be two or more related job 
classes in the same general field, but at 
different levels of responsibility, such as 
Public Health Veterinarian I, Il. and 
Ill. Again, in a small organization it 
may be necessary to merge the duties of 
laboratory assistant and laboratory tech- 
nician into a single job. 


Keep the Plan Current 


An accurate, useful position classifica- 
tion plan is by its very nature dynamic 
a tool of everyday management. Or- 
anizations are not static structures; 
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they are constantly undergoing changes 
in size, functions, and demands on their 
facilities. Sometimes these changes are 
so gradual that they are almost imper- 
ceptible from month to month; some- 
times they are sudden and dramatic, as 
when a public health agency is mobil- 
izing all of its resources to combat the 
outbreak of a normally rare disease. 

The essential point here is that a posi- 
tion classification plan must be kept 
abreast of changing times and changing 
conditions, or it will soon be as out-of- 
date as last year’s calendar. A good 
share of the problems of classification 
and pay administration can be traced to 
the fact that the agency is trying to 
operate within the framework of a classi- 
fication plan that has been allowed to 
become hopelessly obsolete. It is con- 
sidered desirable practice in the person- 
nel field to review the position classifica- 
tion plan constantly, making changes 
and adjustments where they are needed. 
Sometimes, unfortunately, this worthy 
objective is stymied by lack of man- 
power and funds, not by ignorance of 
the problem. 


Sound Pay Plan Features 


But where does all this elaborate 
classification procedure lead? How does 
a job classification plan relate to one’s 
salary check? Undoubtedly, one fre- 
quently hears the slogan, “Equal pay for 
equal work” as a management goal. Like 
many other slogans, it is simpler to un- 
derstand than to achieve. The estab- 
lishment of a sound, job classification 
plan is the first long step toward 
achieving equal pay for equal work. Let 
us discuss some basic features of a good 
pay plan without any reference to the 
job classification plan, and then come 
back and tie the two together. 

In its simplest form, the anatomy of 
a pay plan consists of series of pay 
ranges that are sufficiently numerous to 
embrace all the different positions in the 


organization from top to bottom. Each 


of these pay ranges has: 

A minimum or “starting” rate for each pay 
range; 

A maximum or “top” rate for each range; and 

Several intermediate steps between the mini- 
mum and maximum rate in each range to 
provide a basis for recognizing the em- 

ployee’s increased proficiency and worth in 

his work. 


While no two pay plans are exactly 
alike in all these respects, certain general 
principles are usually reflected in their 
For example, it is regarded 
“spread” 


structure. 
as sound practice to provide a 
of approximately 25 per cent between 
the minimum and the maximum pay rate 
in a particular range. This can be sub- 
divided into three, four, five, or more 
intermediate steps. 


Factors in Setting Pay 


When a pay plan is being developed 
for a public agency, there are three im- 
portant factors that have a bearing on 
the final product. These three factors 
are: 

The relative level of duties and responsibili- 
ties of the jobs within the pay plan. 

The rates paid elsewhere for similar work. 

The extent to which the financial resources 
of the public jurisdiction enables it to 
meet competition for talent. 


No realistic approach to setting pay 
rates for public employees can afford to 
ignore any one of these three factors, 
although there are times when pressures 
arise to minimize or disregard them. 
Unlike a private business concern, which 
can pay any salaries it desires as long 
as it continues to show a profit and keep 
the stockholders satisfied, a public juris- 
diction has far less leeway when it comes 
to setting salaries. But even so, an 
orderly and systematic approach to set- 
ting up a pay plan will eliminate many 
inequities that would otherwise creep 
in. 

We have already seen how a_ job 
classification plan can provide a sound 
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basis for a pay plan by grouping like 
positions together for compensation pur- 
tposes. Let us now consider for a moment 
the second of the factors I have just men- 
tioned—the rates paid elsewhere for 


It is right at this point 
misunderstanding 


similar work. 
that confusion and 
can arise unless great care is exercised. 
Before the pay plan is set up, it is highly 
desirable to gather information about 
rates paid for similar jobs elsewhere. 

In this case, “elsewhere” is a loaded 
word. Someone has to decide how widely 
it is necessary to seek “elsewhere” for 
that information. Should the survey 
cover the local community only; should 
it extend to surrounding state or states; 
or should it blanket the country as a 
whole? But no matter what the scope 
of the pay survey may be, it is necessary 
to set up safeguards to be sure that the 
pay rates being quoted are actually for 
comparable jobs—not just for jobs that 
have similar sounding titles. Anyone 
who has had the experience of studying 
pay schedules from several different 
public health agencies quickly notes how 
they vary and how many different job 
titles there are in the occupational no- 
menclature of the public health profes- 
sion. When the personnel office makes 
a survey of salaries paid elsewhere, it 
must be sure that the jobs for which pay 
information is sought are adequately 
described, and that the pay rates 
gathered elsewhere are really for jobs 
that are similar in scope and level of 
duties and in required training and 
experience. 


Getting Comparable Data 


Similarly, it is necessary to decide in 
advance where to turn to get information 
about jobs that are similar to those in 
one’s own organization. There are 
marked regional differences in the gen- 
eral level of pay rates among various 
broad areas of the country—differences 
that are deeply rooted in the economic 
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levels of these areas. For example, if 
we were to compare pay rates for Public 
Health Veterinarian I in New York, 
California, Wyoming, Arkansas, Ohio, 
and Oregon they would spread over 
It would not help much 
merely to average them all and say 
“We'll pay the average rate for Public 
Health Veterinarians in our state.” 

For the purposes of this short discus- 
sion it is not practical to go deeply into 
the details of the best way to get pay 
information from other localities as a 
step toward setting up a pay plan. Suffice 
to say that it takes specialized skill and 
know-how. and is not recommended as 
a project for amateurs. 


quite a range. 


Tying Classification and Pay Together 


To get on with our story—let us as- 
sume that the personnel office has 
screened and analyzed all the pay in- 
formation it 
where, and that all the jobs in the or- 
ganization have been properly classified. 
There still remains the crucial step of 
fitting the parts all together into a co- 
herent whole that makes practical sense. 
The personnel office will probably de- 
velop a first draft of the pay plan and 
fit the various job classes into the pay 


has gathered from else- 


ranges that appear to be most appro- 
priate from the data at hand. Here, 
again, informed judgment of experi- 
enced personnel people comes into play, 
as well as other extraneous factors that 
must be taken into account. 

One of these extraneous but pertinent 
factors is the fact that rates of pay for 
elected and appointed public officials are 
often spelled out in the law, and these 
laws are not always in step with cur- 
rent economic trends. If the law in a 
particular state specifies the salaries of 
top public officials in terms of 1939 
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dollars, one can readily see what an in- 
fluence this will have on the over-all 
levei of pay rates for that entire state 
service. The remedy here, of course, is 
to remove the pay setting function from 
the statutory realm, and let it be more 
responsive to the economic trends of the 
times and the locality. 

But let us say that the state has no 
artificial ceilings on pay levels for its 
employees. There still remains the prob- 
lem of bringing the over-all pay plan 
into line with the financial resources of 
that state. Suppose the personnel office 
has done a careful job of gathering pay 
data and has developed a preliminary 
draft of an over-all pay plan. The next 
question is: “What does all this add up 
to in.terms of budget?” 

If it adds up to one or two million 
dollars more than the most optimistic 
estimates of current state revenues, 
something has to be done here and there 
along the line to trim the pay plan down 
to a financially feasible level. Some- 
times the scaled-down adjustments give 
rise to employee dissatisfaction. Some- 
times the adjustments involve increases 
in the tax rate—and this does not bring 
applause from the tax-paying public. But 
whoever is left unsatisfied by the ulti- 
mate form of the pay plan, the fact re- 
mains that it must take into account the 
ability to pay. 

Much more could be said about the 
process of classifying positions and set- 
ting pay rates, but it is not possible here 
to treat the subject in depth or detail. 
What I have attempted to do is to pre- 
sent a condensed, dehydrated version of 
the series of steps that begins with a job 
description and ends with a pay check. 
I have purposely endeavored to treat the 
subject in general terms, rather than 
confining the discussion solely to specific 
professional positions. 


Mr. Donovan is managing editor, Public Personnel Review, Chicago, TIl. 
Adapted from a paper presented at the Institute on Veterinary Public Health 
Practice. Sponsored by the University of Michigan School of Public Health, 
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EDITORIALS 
Virology on the Bookshelf 


HE April issue of the Journal is 

known to its readers as the annual 
book number. For more than a decade 
the lead article in it has offered an 
overview of the basic and significant 
literature in one or the other fields 
with which the professional groups in 
public health are concerned. Among 
these have been epidemiology, health 
education, evaluation, public health ad- 
ministration, international health, social 
science, and others. For the most part 
these Bookshelf articles have tended to 
concentrate on the established 
aspects of the particular field. Some 
are essentially annotated bibliographies. 
There is little doubt that these have 
been useful to our readers as evidenced 
by the demand for reprints. 

This year, in keeping with our des :re 
to make the Journal as useful as possi- 
ble to our readers, we are altering and 
expanding the annual Bookshelf. As a 
variant of the existing pattern, the lead 
article in this issue is devoted to a 
review of recent developments in the 
use of tissue culture technics to diag- 


more 


nostic virology in the public health 
laboratory. The material of importance 
in this rapidly developing field is to 
be found essentially in the periodical 
literature, and Drs. Schmidt and Len- 
nette have concentrated their review in 
this direction. 
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From time to time we shall endeavor 
to offer reviews of developments in new 
or older fields of interest to those con- 
cerned with the public health. Today 
we commend to our readers a timely 
review of what is happening in one 
aspect of diagnostic virology. 


Congenital Malformations— 
The Problem and the Task 


N AN called “The Vision of 
Mirzah.” Joseph Addison describes 
how a spirit takes him up to a high 
From this point the course of 
human life is revealed to him as a 


essay 


place. 


bridge over which people pass. and he is 
asked to observe it. 

“Upon a more leisurely survey of it, 
| found that it consisted of three score 
and ten several 
broken arches, which added to those 
that were entire, made up the number 
about an hundred. ... As I looked 
more attentively, [ saw several of the 
passengers dropping through the bridge, 
into the great tide that flowed under- 
neath it; and upon further examination, 
perceived there were innumerable trap 
doors that lay concealed in the bridge, 
which the passengers no sooner trod 
upon, but they fell through them into 
the tide and immediately disappeared. 


entire arches. with 
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These hidden pitfalls were set very thick 
at the entrance of the bridge, so that 
throngs of people no sooner broke 
through the cloud (which shrouded it), 
than many fell into them. They grew 
thinner towards the middle, but multi- 
plied and lay closer together towards 
the end of the arches that were entire.” 

Today many of these trap doors have 
been closed as a result of public health 
The diseases of infancy, youth, 
and early adulthood have been reduced 
and controlled to such an extent that a 
whole set of new problems involving 
old people have appeared. Yet much 
unfinished remains at the 
entrance to the bridge which still lies in 
clouded obscurity. Prominent among 
the unsolved health problems in_ this 
area are perinatal mortality and certain 
handicapping conditions, chiefly convul- 
cerebral palsy. and 
mental retardation which appear to be 
associated with conditions and circum- 
stances affecting fetal development and 
birth. 

Linked to these is the problem of con- 
genital malformations. A panoramic 
analysis of this problem and the task it 
poses was presented by Dr. George W. 
Corner’ at the opening ceremonies of 
the First International Conference on 
Congenital Malformations, sponsored by 
the National Foundation, and held in 
London, July 18-22, 1960. Dr. Corner 
emphasized that the campaign to under- 
stand the nature of congenital mal- 
formations “must begin with the study 
of developmental biology, for we have 
hardly begun to understand the forces 
and reactions that drive and guide the 
development of a fertilized ovum into a 


action. 


business 


sive disorders. 


human infant. Embryology of the 
classical morphological type, experi- 
mental embryology, cytology, histo- 


chemistry. all have their contribution 
to make. The genes, and the whole 
sequence of events by which they de- 
termine the infinite detail of bodily 
structure, await new discoveries. There 
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are countless unsolved questions in the 
physiology of reproduction, touching on 
the maternal environment of the embryo 
and its control by hormones and other 
chemical agents of the body. The chem- 
istry of respiration and nutrition must 
be called upon to explain the marvelous 
homeostatic balances through which, 
after all, the child generally enters the 
world sound and healthy. Microbiology 
must detect for us all the various patho- 
genic organisms which can invade and 
damage the fetus in utero; clinical medi- 
cine and obstetrics must teach us what 
illnesses of the mother may affect her 
offspring in the susceptible earliest days 
of its development. 

“Shall we have to call also upon the 
psychologists and the psychiatrists? Are 
there mental causes of intrauterine dis- 
turbance? Once I would not even have 
raised such a question before fellow 
scientists . . . but, after all, the mother’s 
state of mind can affect her body’s 
chemistry and alter her nutritional 
state. . . . Whether the human mother’s 
emotional upsets and alarms can disturb 
the environment of the embryo in utero 
sufficiently to produce physical anom- 
alies | would on the whole still doubt, 
yet the question cannot at present be 
excluded from our wide-ranging in- 
quiries.” 

Dr. Corner’s statement is one to be 
read in its entirety, for to the public 
health workers it poses a challenge. Re- 
search leads to new knowledge, some of 
which will undoubtedly lead to applica- 
tion in the community. We must be 
prepared to do so. This is one of the 
frontiers of public health, and while 
much research will undoubtedly be 
carried on in laboratories, there is a 
great deal that can be done through 
population studies in the community. 
Are we prepared to meet the challenge? 


1. Corner, George W. Congenital Malforma- 
tions. The Problem and the Task. The 
National Foundation, 800 Second Ave., 
New York 17. N. Y. 
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Fluoridation: The Case for Action 


ARLY in January, 1960, Hartford, 

Conn., began to fluoridate its water 
supply. This achievement was the re- 
sult of an educational, organizational 
and administrative process carried on 
since 1951. Early this year, however, 
six antifluoridation bills were thrown 
into the hopper of the Connecticut Leg- 
islative Assembly. If passed, they would 
undo the work that had been done in 
Hartford, and make it difficult if not im- 
possible to achieve this important public 
health goal. 

The fact is that opposition to fluorida- 
tion of community water supplies con- 
tinues unabated despite the accumulat- 
ing scientific evidence. In 1960, for 
instance, 40 communities voted down 
fluoridation in contrast to only about a 
dozen that adopted the practice. Further- 
more, even communities that have 
adopted fluoridation cannot relax and 
rest on their laurels. Opponents have 
tried, and in some cases with success, to 
stop the fluoridation of community 
water supplies. 

Opposition is not limited to any part 
of the country. Last year, fluoridation 
was defeated in towns and counties in 
California (including Sacramento), Illi- 
nois, Kentucky, Michigan (Saginaw), 
Minnesota, Missouri (Joplin), New 
Jersey, Ohio (Cincinnati), Oregon, 
Pennsylvania, and Wisconsin. While 
smaller communities are more likely not 
to have fluoridated water, opposition is 
not restricted by size. The largest 
metropolitan community in the United 
States has still not taken the necessary 
action to improve the dental health of 
its children by providing fluoridated 
water for them. 

The usual reaction of the professional 
groups concerned with this problem has 
been to emphasize the need for greater 
educational efforts. While no one would 
deny that public education is necessary, 
the fact is that those who oppose fluori- 
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dation, who make a great deal of noise, 
and who convert a public health measure 
into a political issue, are immune to 
education. To paraphrase the Commis- 
sion on the Survey of Dentistry in the 
United States, the opponents of fluorida- 
tion are totally unimpressed by the 
scientific arguments advanced in_ its 
behalf; for them fluoridation is “danger- 
ous, immoral, unconstitutional, or un- 
scriptural.” 

Furthermore, a_ variety of 
concerned with opposition to fluorida- 
tion have indicated that to label the 
opponents antiscientific or uninformed 
zealots is to overly simplify the situation. 
Knowledge, values, attitudes toward 
science, ideological issues, personality 
characteristics and attitudes to political 
authority—all are involved in this prob- 
lem. Opponents of fluoridation un- 
doubtedly include a number of persons 
whose normally quiescent fears and in- 
securities are aroused by ‘the manner 
in which they are confronted by the 
issue. It is probably no accident that 
among the opponents of fluoridation are 
persons who other health 
measures. In this sense, antifluoridation 
is simply the most extreme aspect of a 
problem that is endemic in many com- 
munities. Today the object of opposi- 
tion is fluoridation. Tomorrow it may 
be legislation affecting mental health 
services (this was already evident in 
Congressional hearings over the Alaskan 
Mental Health Bill), or some other form 
of public health activity. 

From all accounts of 
controversies, despite any disparities in 
them, it is clear that the problem is a 
political one. Within this context it may 
be useful to help governmental units and 
health whether the 
fluoridation issue cannot be dealt with 
by administrative Where a 
referendum is required, proponents of 
fluoridation must prepare cer .iully and 
methodically. Furthermore, other con- 
ditions must be favorable or at least 


studies 


opt 


fluoridation 


agencies to see 


action. 
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neutral. Where there is public dissatis- 
faction with governmental services, this 
feeling may be used by opponents of 
fluoridation to gain support on their 
behalf. Some social scientists, notably 
Paul and his colleagues at the Harvard 
University School of Public Health, are 
engaged in unraveling the factors and 
the processes involved in acceptance or 
rejection of fluoridation. Their find- 
ings have already begun to elucidate 
some facets of the problem and will un- 
doubtedly throw more light on the 
matter as the results of these studies 
accumulate. 

But what of the here and now? 
Certainly sustained educational cam- 
paigns carried on by public health, 
dental, and medical organizations are 
necessary. Education is a long-term 
process and the results are not im- 
mediately evident. More significant, 
however, is the need for a central or- 
ganization or agency to provide con- 
sultation and field assistance to com- 
munities interested in fluoridating their 
water supplies, or to those beset by op- 
ponents of fluoridation. A suggestion 
in this sense has been made by the 
Survey of Dentistry in the United States, 
and all those concerned with this matter 
must consider the creation of a volun- 
tary agency for dental health and re- 
lated problems. Making use of the skills 
of administrators, social scientists, edu- 
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cators and other relevant persons, an- 
alysis of a community might be carried 
out in advance to locate existing sources 
of possible opposition, to determine 
neutral elements and to see how they 
might be involved in favor of fluorida- 
tion, to help plan effective educational 
activities, and other related needs. 

I.ast but not least—On various cere- 
monial occasions we express our filial 
piety for our public health ancestors, 
but we seemingly forget that we can 
also learn from them. Lemuel Shattuck, 
Stephen Smith, Dorman B. Eaton, and 
the others did not shrink from the politi- 
cal arena when necessary. They were 
not afraid to stand up and be counted, 
and they called a spade a spade. Cer- 
tainly we can do no less today. What a 
particular community needs, what action 
it requires, must be decided locally. But 
public health people have a definite re- 
sponsibility for leadership, for educa- 
tion, and to see to it that the welfare of 
the majority is recognized. This is the 
responsibility of the health officer, the 
sanitary engineer, the public health 
nurse as well as of the public health 
dentist. 

Resolutions (such as the strong stand 
taken recently by APHA) passed at 
annual meetings are helpful, but they 
become meaningful only as they are 
translated into action in the field. Now 
is the time for action. 
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COMMITTEE ON AFFILIATED SOCIETIES AND 


REGIONAL BRANCHES 


HIS REPORT marks the completion of 
[| = first year as chairman of this 
APHA Standing Committee. It is a re- 
port of progress made during the year, 
thanks to the work done or begun under 
the leadership of my predecessors, Drs. 
Malcolm Merrill and Harold Erickson. 

The committee sponsored the third 
annual “get-together” of representatives 
of Affiliated Societies and Branches at 
Atlantic City in which 49 persons, rep- 
resenting 35 affiliates, participated. The 
group concerned itself with two major 
topics: Legislation and Membership. 


Role of Affiliated Societies and 
Branches in Matters of Policy and 
Legislation 


The chairman of the Committee on 
Public Policy and Legislation, Clarence 
Klassen. stated that his committee looked 
to the Affiliated Societies and Branches 
for guidance in establishing policies. 
Definite liaison must be established and 
maintained APHA and _ its 
affiliates in order to support effectively 
state and nation-wide legislation. 


between 


It was recommended that each society 
and branch appoint a contact person to 
work with the APHA in Washington, 
D. C. The intent of the legislative com- 
munications emanating from the Wash- 
ington office is to alert and inform the 
affiliates as to what bill is before one of 
the governmental bodies so that appro- 
priate state and local action may be 
quickly forthcoming. 

Affiliated 
Societies and Branches requested several 
items from the Committee on Public 
Policy and Legislation that they thought 


The representatives of 


would help their associations fulfill this 

role effectively: 

The desirable characteristics and other cri- 
teria for the proper contact person should 
be determined 

There should be an APHA policy manual 

Brief pros and cons of the bills being acted 
upon should be included in the legislative 
communications 

Those communications should not have “Re- 
stricted Circulation.” 


These recommendations have 
submitted to the Committee on Public 
Policy and Legislation. 


been 


Membership Matters 


Frequent mention of membership will 
be made throughout this report. The 
effects on membership promotion of the 
joint billing experiments were discussed 
during Atlantic City’s “get-together.” 
The first year proved fruitful in terms 
of new members for both the state as- 
sociation and the APHA. Pennsylvania 
gained 107 new members the first year. 
35 in the second year. Forty members 
joined APHA the first year, ten the 
second year. There are many other con- 
siderations involved in joint billing and 
this committee has agreed to give the 
whole subject further study. 

Several suggestions for promoting 
membership in state, regional, and na- 
tional associations were offered at this 
“get-together” and will continue to be 
scrutinized by the members of this com- 
mittee. 


Results of Survey Published 


Still in the area of membership, your 
attention is invited to the published re- 
sults of a survey conducted by the Com- 
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mittee on Affiliated Societies and 
Regional Branches (A.J.P.H. Aug., 


1960, pp. 1206-1216). Reprints are 
available from the Administrative Office. 

The purpose of the survey was to 
assist the committee in answering some 
questions, such as, why people did or 
did not join the APHA and their state 
associations, questions on Annual Meet- 
ing attendance, and Journal readership. 
Each of you is urged to study it. 

The results of this survey prompted 
this committee to submit a resolution on 
“Strengthening Professional Public 
Health Associations.” This recommended 
that the American Public Health As- 
sociation urge all health administrators 
to promote membership of their staff 
members in professional public health 
associations at all levels and urged health 
administrators to encourage and assist 
their staff members to participate ac- 
tively in these associations. (The Govern- 
ing Council adopted this resolution. It 
is printed in full in the January, 1961, 
issue of the Journal.) 


Committee's Spring Meeting 


The Committee on Affiliated Societies 
and Regional Branches met in Memphis. 
Tenn., April 13-15, 1960, at the time of 
the Annual Meeting of the Southern 
Branch, APHA. In addition to hold- 
ing its own interim meeting, the com- 
mittee appeared as the panel for the 
opening general session of the Southern 
Branch meeting program; the theme 
“Progress Through Affiliation.” 

Discussion during meetings centered 
on the establishment of a regional office 
for the Southern Branch. This Branch 
requested financial support (in the 
amount of $200) from each of the 16 
state associations in its area. The Branch 
also asked for an emergency APHA 
grant of $2.500 to help support the 
office. The CASRB recommended ap- 
proval by the APHA Executive Board if 
APHA’s financial condition permitted. 


being 
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Recommendations Before Committee on 
Constitution and By-Laws 


The present By-laws stipulate that 
both new and existing Affiliated Societies 
shall maintain on their membership 
rosters a minimum of 75 per cent of the 
APHA Members and Fellows in their 
areas. This requirement has been re- 
viewed and studied by this committee, 
the Governing Council, and the Commit- 
tee on Eligibility. The Committee on 
Sffiliated Societies and Regional 
Branches has, as a result of these de- 
liberations, made the following recom- 
mendation: 

That the 75 per cent membership require- 
ment be deleted entirely from Article IV, 
Section I, of the By-laws and that no stipu- 
lated requirement be written into the By-laws; 
that each affiliate constantly work toward 100 
per cent APHA participation: that the Affili- 
ated Societies are to be reminded each year 
that this is the aim of the committee and 
the Association; that the societies and the 
committee are to continue to work together 
toward this goal and report progress periodi- 
cally in the form of tabulations or map of 
figures. 


The second change in the By-laws 
clarification of Article VI, 
Dues, Section 6, which now reads: 


concerns 


“The dues for Affiliated Societies shall be 
one per cent of their gross annual income, 
provided that the minimum dues per society 
shall be $10.00 per year...” 


It is recommended that this article 
he interpreted as follows: 

The Affiliated Societies should continue to 
pay annual dues as stipulated in Article VI, 
Section 6, of the By-laws, but the dues should 
be based on 1 per cent of the income from 
their membership dues only. The $10 mini- 
mum is to continue to apply. 


Western Regional Office 


The joint Western Branch, APHA, 
and APHA Western Regional Office in 
San Francisco has busied itself this 
year with the following activities: Assist- 


ing Affiliated Societies in annual meet- 
ing programs, providing secretarial as- 
sistance, arranging for teams of speak- 
ers and making plans for a second series 
of Institutes on Association Management. 

The director of the regional office has 
attended most of the annual meetings in 
the Western Branch area, has met with 
numerous officers for executive meetings, 
and participated in the Western Branch 
Regional Migratory Labor Conference 
in Phoenix this year. 

Under the joint auspices of the Uni- 
versity of California School of Public 
Health and the Western Branch-Western 
Regional Office, two continuing educa- 
tion courses have gotten under way. The 
program is staffed by a full-time educa- 
tional director whose responsibility is to 
work in the field with local planning 
groups in setting up educational pro- 
grams. 

The Western Regional Office, in serv- 
ing as the Executive Office of the 
Western Branch, has worked with the 
planners of Western Branch’s annual 
meeting for this year and for next year 
in San Diego, which is to be a joint 
meeting with the U. S.-Mexico Border 
Public Health Association. The staff 
has been involved in administrative 
duties, meetings with Western Branch 
officers, and has produced four issues of 
“Western Public Health” under the di- 
rection of the Western Branch Publica- 
tions Committee. 

Part of the plans for the future is the 
development of relationships with other 
organizations, such as the Council of 
State Governments and the Western In- 
terstate Commission on Higher Educa- 
tion. 


Institutes on Association Management 


It was on the recommendation of this 
committee that the Institutes on Associa- 
tion Management were extended beyond 
the Western Branch area. Three such 
workshops took place this year in the 


Southern states, involving 33 partici- 

pants, as follows: 

Louisville, Ky— January 25 and 26, 1960 
Kentucky, Indiana, and West Virginia Pub- 
lic Health Associations 

Atlanta, Ga.—January 28 and 29, 1960 
Florida, Georgia, North Carolina, and South 
Carolina Public Health Associations 

Memphis, Tenn.—April 12, 1960 
Arkansas, Louisiana, Mississippi, Missouri, 
Oklahoma, Tennessee, and Texas Public 
Health Associations and Southern Branch. 


Proceedings of these institutes and 
of the ones held in the Western Branch 
area are being prepared now. More in- 
stitutes are being planned for the near 
future. 


Staff Visits 


In addition to the number of meetings 
covered by the director of the Western 
Regional Office, five APHA staff mem- 
bers have attended a total of 30 state 
and branch meetings this year. Inci- 
dentally, reports on the meetings and 
activities of Affiliated Societies and 
Branches have occupied 67 pages of the 
Journal this year, as compared with 47 
pages in the previous year. 

We wish to urge each of you to study 
carefully the “Report of an Inquiry on 
Members and Nonmembers” in the 
August, 1960, Journal, referred to pre- 
viously. It may stimulate helpful discus- 
sion based on answers to the survey 
question on why members of the affiliates 
do not belong to APHA. For example, 
although the population and membership 
concentration are in the East, are we 
justified in meeting in the western half 
of the United States only six times in 50 
years, as shown in the listing in the 
March, 1960, Journal? Do we provide 
awards and recognition equitably among 
those who invest the most in time, effort, 
and expense in long trips to our APHA 
meetings, or do these go mainly to those 
for whom we have made participation 
and meeting attendance easiest? Twelve 
of the last 25 meetings were held in or 
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within 325 miles of New York City. In- 
terest in and support of APHA grows by 
what it feeds upon, and this includes ac- 
cessibility of APHA Annual Meetings. 
Also, in what ways should affiliates en- 
courage states without public health as- 
sociations to establish such and affiliate 
with APHA? 

We know from personal experience 
that attending or missing an annual 
meeting influences our plans for the 
following year. 

Might a regular pattern of rotation 
be worth trying which would make 
APHA meetings more accessible to a 
majority of the membership? For in- 
stance, meetings could be held in suc- 
cessive years in the East, Central (to 
APHA membership), West, Central, and 
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East. Enjoyment of one meeting is 
encouragement to go farther next year 
to keep up the continuity in anticipation 
of a more attainable meeting if it comes 
soon and not nine years away. This con- 
tinuity might have an effect on the pat- 
tern of attendance that has been true 
consistently over the years—of the paid 
registrants, members and nonmembers 
of the APHA are about equal in num- 
bers. 

Your Committee on Affiliated Societies 
and Regional Branches solicits sugges- 
tions from throughout APHA on matters 
which we should study and toward which 
adjustment is desirable in these changing 
times. 

J. W. R. Norton, M.D. 


Chairman 


Dr. Norton is secretary and state health officer, State Board of Health, 
Raleigh, N. C. 

Report of the chairman of the Committee on Affiliated Societies and Regional 
Branches to the Governing Council at the Eighty-Eighth Annual Meeting of the 
American Public Health Association in San Francisco, Calif., October 30, 1960. 


Comeback of Professional Schools in Chile 


With schedule adjustments that will permit a full academic year for the students, 
the schools of medicine, dentistry, and nursing of the University of Concepcion in 
Chile are back to as near normal an operation as possible under the circumstances. 

In the earthquake of May 21, 1960, medical school buildings suffered only minor 
damage, but nearly $100,000 of equipment was broken when thrown to the floor or 
against walls. The dental school building was so badly damaged that it was con- 
demned as unsafe; its new building is to be constructed near the medical school and 
teaching hospital. The building that housed the school of nursing will also have 
to be replaced. 

The university is receiving aid from many countries to help it replace equip- 
ment. Among United States donors is the W. W. Kellogg Foundation which has 
contributed $100,000. The Chilean government will help meet the costs of the new 
construction that is necessary. 
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RESPONSE TO MULTIPLE ANTIGENS 
Epidemiology Section 


pees 1960, the Multiple Antigens 
Committee, Epidemiology Section of 
the American Public Health Association, 
completed a study on “The Antigenic 
Response to a Booster Injection of a 
Multiple Antigen Preparation Contain- 
ing Pertussis Vaccine, Diphtheria Toxoid 
and Tetanus Toxoid Given Seven Years 
or More After Primary Immunization.” 
The study, which is being prepared for 
publication, suggests that it may be un- 
necessary to administer routine booster 
injections as frequently as every three to 
four years. 

The committee unanimously passed 
the following resolution with the recom- 
mendation that it be published at the 
earliest possible moment. 

“The Multiple Antigen Committee, Epidemi- 
ology Section of the American Public Health 
Association, has taken note of the accumu- 
lating evidence that responses to injected 
polio antigen are inadequate in a significant 
percentage of infants whose immunization is 
begun below three months of age. These 
findings appear to be closely related to the 
presence of maternal antibodies in high titer 
which is a direct result of the now widespread 
practice of immunization of a pregnant woman. 


Therefore, this Committee recommends that 
polio immunization by injection not be rou- 
tinely initiated below three months of age.” 

The recommendation presented above 
is not applicable to the use of live polio- 
myelitis vaccine, which presents different 
biological and immunological problems 
and which is now being actively studied 
by several groups of investigators. 

The committee has several additional 
studies under way evaluating the use of 
multiple antigens. These will be reported 
on as they approach publication. 


WituiaM E. Bunney, Ph.D., Chairman, 
Multiple Antigen Committee 


H. D. Anperson, Ph.D. 
Gorpon C. Brown, Sc.D. 
Grace Sc.D. 
Russet Ph.D. 
Pear L. Kenprick, Sc.D. 
ALEXANDER D. Lancmutr, M.D. 
Roperick Murray, M.D. 
R. E. Serriinc, Ph.D. 
FRANKLIN H. Top, M.D. 

V. K. Voix, M.D. 

Rosert Witson, M.D. 


Dr. Bunney is associated with E. R. Squibb and Sons, New Brunswick, N. J. 

This report of the chairman was presented before the Epidemiology Section 
Council, American Public Health Association, at the Eighty-Eighth Annual 
Meeting in San Francisco, Calif., October 31, 1960. 


Two Reasons for Title Change 


The Philadelphia Department of Public Health is composed of the Philadelphia 
General Hospital, the Office of the Medical Examiner, and a division formerly 
known as Public Health Services, but now called Community Health Services. 
According to Eugene A. Gillis, M.D., health commissioner, the new title not only is 
a “more descriptive name for the Department’s component whose function is to 
preserve and improve the health of the entire community” but also may help remove 
public confusion over the similarity in name of the Department of Public Health. 
the U. S. Publie Health Service, and the former designation—Public Health Services. 
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COMMERCIAL STAPHYLOCOCCAL TYPING PHAGES 


Laboratory Section 


Committee on Staphylococcal 
Phage Typing of the Laboratory Sec- 
tion of the American Public Health As- 


sociation has been concerned with 
problems posed by the commercial 
marketing of staphylococcal typing 


The committee reaffirms its 
position set forth in a previous publica- 
tion." 

Recognizing that there is no official or 
semiofhicial body with legal authority to 
regulate or control the commercial 
preparation and distribution of staphylo- 
coccal typing phages, the committee has 
drawn up recommendations for the 
guidance of firms currently marketing 
or planning to market such phages. It 
is our sincere hope that these firms will 
voluntarily accept the recommendations 
and abide by them 
Further, we recommend to prospective 
users of commercial typing phages that 
they use these recommendations as a 
guide in determining the suitability of 
phages purchased by them as judged by 
application of procedures approved by 
the International Committee on Phage 
Typing of Staphylococci? 

The recommendations for the guidance 
of commercial suppliers follow: 


phages. 


conscientiously. 


1. Each batch of each staphylococcal typing 
phage prepared for distribution shall be propa- 
gated from standard phage on its homologous 
propagating strain, both to be obtained solely 
from the International Staphylococcus Refer- 
ence Laboratory, Central Public Health Lab- 
oratory, Colindale Ave., London, N.W. 9, 
England. 

2. Standard phages from the above source 
shall not be repropagated before use as seed 
for batches of typing phages except when 
unavoidable. Such repropagation shall then 
be permissible only when necessary to enhance 
potency or to prepare a larger volume of 
seed phage than that furnished by the Inter- 
national Reference Laboratory. In all cases, 
repropagation shall be held to a minimum. 
Once repropagated from standard phage, no 
seed phage shall be used unless it conforms 
to the lytic spectrum recognized for it by 
the International Committee. Once a suitable 
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seed phage has been achieved, it shall not 
be further repropagated for the same purpose. 

3. Propagating strains of staphylococci used 
in batch production shall be subjected to not 
more than one transfer between receipt from 
the source specified and seeding of a batch 
under preparation. 

4. A potency of 1,000 RTD (routine test 
dilution) shall be the minimum acceptable 
titer of each typing phage at the time it is 
delivered to the user. 

5. A viable subculture of the homologous 
propagating strain shall be supplied along 
with each typing phage preparation. Such 
subculture shall be not more than one transfer 
removed from the standard culture received 
from the source specified. It shall be made 
clear by the supplier that these cultures are 
furnished so that the receiving laboratory may 
carry out its responsibility for determining the 
RTD and for checking the potency of each 
phage at RTD in the routine typing runs. 

6. All literature, instructions, and written 
procedures distributed by suppliers shall be 
compatible with recommendations and ap- 
proved procedures of the International Com- 
mittee on Phage Typing of Staphylococci. 


The following statement of “Recom- 
mended Procedures for Phage Typing of 
Staphylococci” was prepared by John E. 
Blair, Ph.D., chairman, International 
Committee on Phage Typing of Staphylo- 
cocci. Although this is not an APHA 
committee, the content relates so closely 
to the report of the committee that it is 
published here for the general interest 
of Journal readers. 


REFERENCES 


1. Committee on Staphylococcal Phage Typing. Letter 
to the Editor. A.J.P.H. 49:1192, 1959. (Procurable 
together with “Statement on Availability and Uses 
of Staphylococcal Phage Typing” through Book 
Service, American Public Health Association, 1790 
Broadway, New York 19, N. Y.; 25 cents a copy.) 

. Blair, John E. and Williams, R.E.O. Bull. World 
Health Organ. (In press.) 
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RECOMMENDED PROCEDURES FOR PHAGE TYPING 


OF STAPHYLOCOCCI 


bins WIDE use of phage typing for the 
characterization of staphylococci 
makes it highly desirable that all labora- 
tories employ those reagents and pro- 
cedures that have been found to be the 
most acceptable, so that there may be a 
common basis for the intelligent com- 
parison of the results of phage typing. 
Of special importance are the control 
methods used to determine the suit- 
ability of the phages for typing. 

In behalf of the International Com- 
mittee on Phage Typing of Staphylococci 
a statement has been prepared which 
embodies the recommended procedures 
and is based upon the combined experi- 
ence of many investigators in the field. 
The statement was prepared by Dr. John 
E. Blair, chairman of the committee, and 
Dr. R. E. O. Williams, secretary, with 
the collaboration of Drs. Elizabeth H. 
Asheshov, M. Patricia Jevons, and 
Elaine L. Updyke. It has received the 
approval of the committee and has been 
submitted for publication in the Bulletin 
of the World Health Organization. 

This statement describes in some de- 
tail the methods used to propagate the 


phages, to determine the routine test 
dilutions and lytic spectra of the phages, 
and to type cultures of staphylococci. 
Those procedures that are regarded as 
essential are indicated and the limits of 
any permissible deviations are pointed 
out. The sometimes perplexing problems 
of interpretation of phage typing re- 
sults also are discussed. 

The very nature of phage typing, 
which involves the often complex interac- 
tions between two living entities, de- 
mands the most careful control of the 
reagents and of each step in the pro- 
cedures. This principle applies whether 
the phages are prepared in small volume 
by the individual laboratory or in bulk 
by a central distributing laboratory or by 
a commercial producer. It is hoped that 
the statement described above will pro- 
vide a useful guide to all who prepare 
and use the staphylococcal typing 
phages. The reliability and reproduci- 
bility of phage typing procedures and 
the interlaboratory comparability of re- 
sults will be assured only when all 
laboratories utilize these control methods 
at all times. 


Dr. Blair is head of the Department of Bacteriology, Laboratory Division, 
Hospital for Joint Diseases, New York, N. Y. 
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ASSOCIATION NEWS 


APHA EIGHTY-NINTH ANNUAL MEETING 
Detroit, Michigan 
November 13-17, 1961 


Errata—1 1th Edition of Standard Methods for the 


Examination of Water and Wastewater 


Following are corrections that have 


been incorporated in the second printing 


of the 11th Edition, “Standard Methods 


for 
Wastewater.” 


and 
first 


the Examination of Water 
Purchasers of the 


printing should make appropriate cor- 
rections in their copies. 


1. 


6. 


Page ix—Right-hand column of the 
WPCF committee list. It should 
be R. D. Pomeroy. 

Page xiii—“Contents.” Under “Phe- 
nols,” change subcaption to read: 
“Preliminary Distillation Proce- 
dure.” 

Page 11—Left column, replace the 
6th to 3rd lines from the bottom 
with: “the necessary correction can 
be made by adding the color de- 
veloping reagents t» distilled -yater 
and nulling the photometer with 
the resulting solution.” 

Page 12—Left column, 5th line, 
delete “a zero blank standard” and 
substitute, “distilled water,” so that 
the line reads, “through distilled 
water, while.” 

Page 12—Left column, next to last 
line of Sec. 7, insert, “flocculating 
or” after “any,” so that line reads: 
“any flocculating or filtering pro- 
cedure and an attend . . .”. 

Page 66—Sec. 4.1, 2nd line. Change 
100” to “50.” 

Page 108—Sec. 3.2, 2nd line. 


Change “1, 5-diphenylearbazide,” 
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oO. 


10. 


11. 


13. 


to “l, 5-diphenylcarbohydrazide.” 
(When a numerical prefix is at- 
tached, “diphenylcarbazide” should 
properly be “diphenylcarbohydra- 
zide”; this chemical may also be 
referred to as “s-diphenylcarba- 
zide.” ) 

Page 147—The second paragraph 
under “Lead,” should be amended 
to read: “The method outlined be- 
low for the determination of lead 
is applicable to potable waters. An 
additional colorimetric method for 
lead in sewage and industrial waste- 
water is described in Part III, 
Metals (Heavy), Method F (Lead) .” 
Page 161—Sec. 4.1, the 8th and 
4th lines from the bottom of the 
page. Change “meter” to “needle” 
in each case. 

Page 171—Sec. 4.4. Change the 
last sentence to read: “Lower the 
collected distillate free of contact 
with the delivery tube, and con- 
tinue distillation during the last 
minute or two to cleanse the con- 
denser.” 

Page 174—Sec. 
KOH.” 

Page 174—Left column, 3rd line 
in par. 2.3.b, replace the present 
chemical symbol, “KNa,H40_” with 

Page 184—Sec. 4.3. Revise the last 
sentence to read the same as in 
“10” above. 


2.2. Delete “or 
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2 
9. 
= 
1. 
5. |_| 
12. 


14. 


Stress and its Headstrong Offspring 


(Ricnarp Asner. 


Page 197—“Phenols.” Revise the 
title to read, “Preliminary Distilla- 
tion Procedures.” 


Page 205—Sec. 4.2, 3rd_ line. 
Change “10” to “25.” 
Page 284—Sec. 3.2, 15th line. 


Change the quantity, “3.250” to 
“3.249.” 

Page 368—Sec. 3.12, 2nd line. 
Change “1,5-diphenylearbazide” to 
*1.5-diphenylcarbohydrazide.” 
Page 397—-Left column, par. 2.1, 
change “140” to “125.” At the end 
of that sentence (second line of 
par. 2.1) place an asterisk (*). 


19. 


20. 


The corresponding footnote should 
read: “*American Instrument Co., 
Cat. No. 5-226 or equal.” 

Page 397—In the fourth line of 


2.2, the asterisk should be 
changed to a dagger (+); conse- 
quently, in the footnote at the bot- 
tom of the page, the asterisk should 
be changed to a dagger. 

Page 503—Third column from 
right, the first line in the 6th group 
of 5 lines (this refers to the num- 
ber of positive tubes shown under 
column “B” as 4, 3. 1), change the 
“22” to “33.” 


Sec. 


“It is so easy to bequeath an all-embracing word upon a wide variety of things 
and thus convince oneself that they all resemble each other closely. Are we not 
guilty of much the same thing if we use the word ‘stress’ to embrace all the thousand 
natural shocks the flesh is heir to? The same word stress is applied to the deliberate 
crushing or burning of a limb in experimental work on anesthetized animals but is 
also used to cover the strain felt by a financier making money on the stock exchange. 
It seems likely that the reaction of most of us to having our legs crushed would be 
very different from our reaction to making money on the stock exchange. Not only 
has the word ‘stress’ been allowed to run wild, but its headstrong offspring. the 
adaptation syndrome, has been given equal freedom to roam anywhere and lay 
claim to any unexplained illness that comes its way.” 


Making Sense. The Lancet, (Sept. 19), 1959.) 
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ASSOCIATION NEWS 


Street Plan of Detroit Showing Location of Cobo Hall and Housing 
Bureau Hotels (Number indicates location on map.) 


| 


JEFFERSON 


mora 
HOTELS AND RATES 
Index Parlor 
to Map Hotel Single Double Twin Beds Suite 
6 Detroit-Leland ........... $7.50-13.50 $10.50-16.00 $12.00-19.00 $25.00-35.00 
Cass & Bagley Sts. 
6.50-10.50 9.00-13.50 12.50-16.00 25.00-45.00 
Cadillac Square & Bates St. 
18 Pick-Fort Shelby ......... 6.00-12.7 9.00-15.50 10.50-16.25 23.00-43.50 
525 Lafayette St. 
20 Prince Edward .......... 6.50- 8.50 9.50-11.50 11.50-12.00 21.00-25.00 
Windsor, Ontario 
1 Sheraton-Cadillac ......... 8.50-18.00 14.35-20.50 14.85-23.00 29.00-37.50 
1114 Washington Blvd. 
D 7.00-13.50 12.50-17.00 14.00-24.50 29.00-44.00 
1539 Washington Blvd. 
. 5.00- 9.00 9.00-12.00 10.50-15.00 25.00 
Park and Adams Sts. 
6.00- 9.00 8.50-10.00 11.00-18.50 25.00 


Witherell and Elizabeth Sts. 
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DETROIT ANNUAL MEETING, NOVEMBER 13-17 


A Housing Bureau will be operated by the 
Detroit Convention and Tourist Bureau 
for the Association. Since all requests for 
rooms are handled through the Housing 
Bureau in chronological order, it is recom- 
mended that you send in your application as 
soon as possible. 


In making hotel reservations please use the 
blank below, indicating four choices of hotels 
and a specific range in rates from those 
quoted. All requests must give definite date 
and approximate hour of arrival and de- 


parture and the names and addresses of all 
persons who will occupy rooms requested. 


All reservations must clear through the 
APHA Housing Bureau. Requests will be 
confirmed directly by the hotel in which 
the reservation is placed. 


Hotels will hold room reservations only until 

6:00 p.m., unless otherwise specified. 

If you would like accommodations in a 

Detroit Hotel other than those listed 

ae indicate this and an attempt will 
made to place you there. 


MAIL TO: 


eee APHA HOUSING BUREAU 


Detroit Convention & Tourist Bureau 


626 Book Building 
Detroit 26, Mich. 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


First Choice ... 


Second Choice 


Third Choice ..... 


ARRIVAL DATE ............ A.M. 


elsewhere? Yes.............. 


NAMES OF ALL OCCUPANTS 


(Please bracket those sharing a room) 


(Street) 


610 


PLEASE PRINT OR TYPE 
ALL INFORMATION 


(Please indicate rate range.) 


Double Bedroom ..... 
Parlor/Bedroom Suite..From $..........- 


ADDRESSES 


(City) (Zone) (State) 
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If reservation cannot be made in one of the hotels indicated, shall we place you 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches ' 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 


Roberts, State Health Dept., Montgomery 

ARIZONA PUBLIC HEALTH ASSOCIATION, Verona 
Massey, State Dept. of Public Health, Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAIT PUBLIC HEALTH ASSOCIATION, Martin 
Cevitz, 1018 Lunalilo Street, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 

IOWA PUBLIC HEALTH ASSOCIATION, Lioyd Coe, 
lowa Hospital Association. 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, A. CG. 
Owens, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray eee M.D., 615 North Wolfe St., Balti- 
more 5, Md 

MASSACHU SETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Bldg., 
Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, 5th Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1. Hardin 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bldg., 
Lincoln, Neb. 


Wyoming: New But With a History 


The Wyoming Public Health Associa- 
tion, one of APHA’s new Affiliated 
Societies, is more a reactivated than a 
brand organization. Its seed, 
sowed in the early Forties, was the 
State Nutrition Committee of the State 
Council of Defense. In 1945 this be- 
came the State Health and Nutrition 
Committee. But with a widening scope 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Walde 
McNutt, M.P.H., Delaware River Drive, Frenchtown 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Danie! T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
Ann McVey, 4317 Robinson St., Flushing 

Y. 


NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millicam, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 


marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

VANIA PUBLIC HEALTH ASSOCIATION, 

ma J. Petach. R.N., 324 N. Second St., Harrisburg 

PU SERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 
Lake Cit 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 40) Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4. Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O, Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines 19, lowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas 24, Tex. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


of interest and base of membership the 
committee recognized that it was grow- 
ing into a public health association, and 
officially organized as such in June, 
1949. The first WPHA remained an 
active group until the middle Fifties. 
The inactivity which followed was due 
less to loss of interest than to the loss 
of key leaders of WPHA through per- 
sonnel changes. 


In 1960 a group favoring WPHA’s 
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reactivation conducted a survey of both 
professional and lay people in Wyoming 
to determine the extent of latent interest 
in the state for reviving the society. 
Of the respondents the majority said 
they would like to see the association 
active again and would themselves share 
in its work if it were reestablished. 

In line with its objective of being an 
active organization for all people inter- 
ested in health matters, WPHA has lost 
no time in coming to the forefront in 
Wyoming with a contribution to public 
health. It was joint participant with 
the Utah and Colorado affiliates in Feb- 
ruary of the APHA—Western Branch— 
University of California sponsored Semi- 
nar on Cardiovascular Disease at Salt 
Lake City. WPHA was also able to pro- 
vide some scholarships for state resi- 
dents who attended the seminar. 

WPHA has planned the Wyoming 
Health Conference, to be held in May, 
which will comprise the first annual 
meeting of the association. The aim is 
to bring as many agencies and inter- 
ested persons as possible together to dis- 
cuss health problems and needs and 
to recommend action to appropriate 
agencies. 

At last report WPHA had 123 mem- 
bers including persons from industry, 
official health agencies, voluntary or- 
ganizations, education. medicine, the 
military, hospitals, and many private 
citizens interested in promoting commu- 
nity health. 


Hawaii and Pan Pacific Conference 


Hawaii Public Health Association 
turned its annual meeting into a hands- 
across-the-sea forum in 1960 with the 
sponsoring assistance of APHA. This 
took form as the Pan Pacific Public 
Health Conference held in Honolulu, 
November 6-7. It immediately followed 
the 88th Annual Meeting of APHA, al- 
lowing two days for travel time. Hawaii 
had sent 16 delegates to San Francisco 


(six, courtesy of the Honolulu Chamber 
of Commerce) ; the mainland responded 
with some 100, accounting for a little 
less than a third of those attending the 
PPPHC, 

At the first of four scientific sessions 
Alexander Spoehr, Ph.D., D.Sc., direc- 
tor, Bernice P. Bishop Museum, Hono- 
lulu, spoke on “Public Health and An- 
thropology in the Pacific Islands Area.” 
Noting first that in method and outlook 
“public health and anthropology share 
certain points which lead to a measure 
of congeniality between the two disci- 
plines,” Dr. Spoehr then spoke of the 
possibilities for more joint activities in 
helping the Pacific Islanders achieve 
better health status. In hinterland areas, 
for example, modern therapy is fairly 
readily accepted, but traditional con- 
cepts of the causes and nature of dis- 
ease are very resistant to change. The 
latter often bar the introduction of prac- 
tices designed to improve community 
health. In towns “the need is for as- 
sembling basic descriptive data on de- 
mography, on geographic, economic and 
social change, and on the collection of 
various kinds of statistical information 
which can serve for effective planning 
of health services.” 

At the second session, Berwyn F. 
Mattison, M.D., executive director, 
APHA, brought the Assoviation’s greet- 
ings and presided. Speakers were 
George V. Moorehead, public health 
educator, Hawaii Department of Health, 
who put the state’s public health pro- 
gram into historical perspective: E. K. 
Chung-Hoon, M.D., chief of medical 
services, Division of Hansen’s Disease, 
Hawaii Department of Health: and E. J. 
Morgan of Honolulu’s Board of Water 
Supply, who spoke on Oahu’s artesian 
water supply system. 

Another session was given over to 
panels on “Studies to Appraise Our 
Environment” and “Arteriosclerosis 
Studies in Hawaii.” The former dealt 
with plague, encephalitis, and—man is 
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not the culprit here—air pollution dur- 
ing volcanic eruption; the latter was 
concerned with bovine arteriosclerosis 
as well as with human atherosclerosis. 
Both panels drew for their experts on 
the state health department staff. 

The concluding session was a panel 
on “Looking Ahead in Public Health.” 
This was used as an occasion both for 
summarizing the presentations at the 
four sessions and for the presentation of 
papers. One of these was given by Nils 
P. Larsen, M.D., medical advisor, 
Hawaiian Sugar Planters’ Association. 
He exemplified some of the expensive 
community problems that are wide- 
spread enough to make them public 
health hazards: alcoholism, affecting 
families and industry; narcotic drug 
addiction; family planning gaps; en- 
vironmental health barriers including 
smog. fall-out, and urban sprawl; prob- 
lems of old age, including need for 
encouraging low-rent community hous- 
ing: and the need for well qualified and 
experienced personnel and for a critical 
well informed citizenship. 


AFFILIATED SOCIETIES AND BRANCHES 


Other panel members, Herman Hille- 
boe, M.D., New York, Richard K. C. 
Lee, host health officer, and Dr. Matti- 
son, discussed the urgency of long-term 
planning, the development of priorities, 
the need for research, and the prepara- 
tion of more personnel. The topics of 
panelists Dorothy Devereux, R.N., mem- 
ber of Hawaii’s House of Representa- 
tives, and Richard Voyer, an attorney 
from Texas, included interpersonal rela- 
tions, the significance of group judg- 
ment in planning, research and opera- 
tion, and the value of health councils. 

Royce Higa, executive secretary, Tu- 
berculosis Association, County of Hawaii, 
was succeeded as president of HPHA 
by Leo Bernstein, M.D., M.P.H., deputy 
director of health, Hawaii Department 
of Health. Other officers for 1960-1961 
are: 

Vice-President—George Fernandes 

Secretary—Martin B. Covitz, M.P.H., health 
educator, Hawaii Heart Association, Hono- 
lulu 

Treasurer—David Bowers, executive director. 

Tuberculosis and Health Association, Hono- 

lulu 


APHA Membership Blank on Page XLIX 


In Preparation for the 1961 Polio Season 


Communicable Disease Center, Atlanta, Ga., will make available in “reasonable 


number” a new brochure entitled “Babies and Breadwinners.” 


This is the theme 


for the proposed 1961 Neighborhood Polio Vaccination Campaign which has been 
based on the recommendations made in January by the Surgeon General’s Advisory 
Committee on Poliomyelitis Control (see page 641, this issue). Surgeon General 
Luther L. Terry calls it “A community action plan to stimulate vaccinations of 
infants and young parents, particularly in low-income areas.” 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 


those seeking positions in public health. 


Other information concerning vacancies and personnel 


available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 


additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Physician—Overseas assignment in Guam 
to head Maternal and Child Health and 
Crippled Children’s Programs, Public Health 
Service. Two-year contract with salary from 
$14,700 to $17,940. Board eligibility in pedi- 
atrics or preventive medicine required. Trans- 
portation provided at government expense. 
Furnished quarters at reasonable rates. De- 
lightful tropical living and ideal working con- 
ditions. Write to Department of Medical 
Services, Government of Guam, P. O. Box 
428, Agana, Guam. 


Institution Medical Services Director— 
Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing care services in an 
institution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or 
Psychiatry and Neurology, and eligibility for 
a medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 


Services, 825 Mililani St., Honolulu 13, 
Hawaii. 
Local Health Officer—Hammond, Ind. 


(population 108,000). Well established local 
health department. Salary $16,000. Prefer 
person with M.P.H., but will consider some- 
one with public health experience. Valid 
license to practice medicine in the state of 
Indiana. Apply to Mrs. Frank M. Kennedy, 
President, Hammond Board of Health, Ham- 
mond Health Department, City Hall, Ham- 
mond, Ind. 


District Health Officer I1I—Public health 
administrator of district area with headquar- 
ters in Jefferson City (central) or Macon 
(north), Mo. Requires Missouri M.D. license 
or eligibility; seven years’ public health medi- 
cal experience, including three years in an 
administrative capacity in a broad public 
health program. M.P.H. may be substituted 
for two years’ experience. Salary $13,000- 
$16,000. Merit system, vacation, sick leave, 
retirement, Social Security, travel allowance. 
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Please contact H. M. Hardwicke, M.D., 
Deputy Director, Division of Health, Jefferson 
City, Mo. 


Assistant Director—City-County Health 
Department. Requires M.D. degree from an 
approved medical school, internship, and 


United States citizenship. Salary $788 per 
month. Contact N. G. Walker, M.D., M.P.H., 
Director, Kansas City-Wyandotte County 
Health Department, 619 Ann Ave., Kansas 
City, Kans. 


District Health Officer I—Public health 
administrator of district area with headquar- 
ters in Jefferson City (central) or Macon 
(north), Mo. Requires Missouri M.D. license 
or eligibility and four years’ public health 
medical experience. M.P.H. may be substi- 
tuted for two years’ experience. Salary 
$11,000-$14,000. Merit system, vacation, sick 
leave, retirement, Social Security, travel al- 
lowance. Please contact H. M. Hardwicke, 
M.D., Deputy Director, Division of Health, 
Jefferson City, Mo. 


Director of Maternal and Child Health 
—Plan, direct, and coordinate a state-wide 
maternal and child health program. Requires 
Missouri M.D. license or eligibility, certificea- 
tion or eligibility for American Board of Pre- 
ventive Medicine, seven years’ experience in 
preventive medicine and public health, includ- 
ing three years’ experience in a supervisory, 
administrative, or consultative capacity, and 
experience in the area of maternal and child 
health, M.P.H. or one year of approved 
residency training in pediatrics and/or ob- 
stetrics may be substituted for two years’ 
experience, or certification or eligibility for 
American Board of Pediatrics or Obstetrics 
and Gynecology and one year of highly re- 
sponsible experience in preventive medicine 
in consultative or supervisory capacity. Salary 
$12,000-$15,000. Merit system, vacation, sick 
leave, retirement, Social Security, travel allow- 
ance. Please contact H. M. Hardwicke, M.D., 
Deputy Director, Division of Health, Jefferson 
City, Mo. 
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Consultant in Occupational Health— 
Highly responsible medical work of consulta- 
tive nature in state-wide program of occupa- 
tional health. Requires Missouri M.D. license 
or eligibility and six years’ experience in 
industrial medicine in large industrial plant 
or public health, including three years in 
supervisory, administrative, or consultative ca- 
pacity. One year of residency training in 
internal medicine, surgery, or general practice 
may be substituted for two years’ experience. 
Salary $12,000-$15,000. Merit system, vaca- 
tion, sick leave, retirement, Social Security, 
travel allowance. Please contact H. M. Hard- 
wicke, M.D., Deputy Director, Division of 
Health, Jefferson City, Mo. 


Health Commissioner—County unit, serv- 
ing 100,000, Hudson River Valley, with head- 
quarters at Kingston, N. Y. This is an estab- 


lished unit with a well trained staff of 50. - 


Experience and training for health officer 
required, and must be eligible for New York 
State medical license. Salary $15,000, plus 
necessary travel. For details, write to Dr. 
Virgil B. DeWitt, President, Ulster County 
Board of Health, 15 Main St., Kingston, N. Y. 


Commissioner of Health—First County 
Health Department in New York State needs 
top-notch public health physician. Popula- 
tion 80,183. Qualifications include M.D., 
M.P.H., and one year of public health experi- 
ence. Vacations cumulative to 25 days. Salary 
open. Write to Mr. B. J. Wilkinson, Presi- 
dent. Board of Health, Box 573, Olean, N. Y. 


Pediatrician—for State Health Depart- 
ment. To act as pediatric consultant within 
the agency and work with professional and 
lay groups in the field. Included in work: 
hospital standards,. school health problems, 
statistical studies, future program planning. 
Starting salary $12,240. Ohio medical license, 
one-year internship, at least two years’ gradu- 
ate training required, preferably Board of 
Pediatrics or eligible. Civil service position, 
vacation, sick leave, annual salary increments, 
and retirement plan. Staff appointment to 
state university if eligible. Address inquiries 
to Division of Child Hygiene, Ohio Depart- 
ment of Health, Columbus 15, Ohio. 


Assistant Director of Health—This posi- 
tion, which requires an M.D. degree, is open 
for appointment effective July 1, 1961. Directs 
health department medical programs, includ- 
ing a large program of tuberculosis sanitarium 
follow-up, and coordinates many programs for 
nurses and sanitarians. Heads division of 
preventable disease control, which has 12 full- 
time personnel and several physicians on fee 
for service. Does epidemiology and performs 
some clinical work, including venereal dis- 
ease and preemployment examinations. Appli- 
cant should have an M.P.H. degree or ex- 
perience in public health. This is an excellent 
opportunity for a young man to attain broad 
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experience in a complete public health pro- 
gram which includes well developed mental 
health services. The Health Department is 
approved by the American Medical Associa- 
tion for residency training in public health 
and preventive medicine. This is a metro- 
politan community of one-third of a million 
people with modern public offices and equip- 
ment. Health Department staff of 90 and 
budget of $700,000. Starting salary is $10,800 
or more, depending on training and experi- 
ence. Retirement, O.A.S.L., sick leave, vaca- 
tion, etc. Washington state license to prac- 
tice medicine is required, or ability to secure 
license by reciprocity or examination. Write 
to C. R. Fargher, M.D., M.P.H., Director of 
Health, Tacoma-Pierce County Health De- 
partment, 649 County-City Bldg., Tacoma 2, 
Wash. 


District Health Officer—Public health 
administrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hy- 
gienists, health educators, and social workers. 
Requires M.D. and M.P.H. degrees and li- 
cense to practice medicine in Wisconsin. 
Salary: Starting rate $1,006, $1,131, or $1,256 
per month, depending on training or experi- 
ence which can be credited toward board 
certification in public health. Civil service, 
vacation, sick leave, Social Security, retire- 
ment, group health and life insurance bene- 
fits, travel allowance. For applications and 
further information write R. J. Siesen, Per- 
sonnel Officer, State Board of Health, State 
Office Bldg., Madison 2, Wis. 


Public Health Nurses—Salary range $395- 
$481 (five-step range). College degree in 
public health nursing. Experience in public 
health not necessarily required. PHN certi- 
fication required to meet State Health Depart- 
ment nursing requirements. Three weeks’ va- 
cation per year. Retirement and _ Social 
Security benefits. Work 3744 hours per week. 
Thirty-five miles north of San Francisco. Gen- 
eralized program. Contact Henry G. : Mello, 
M.D., Solano County Health Officer, 228 
Broadway, Vallejo, Calif. 


Mental Health Nursing Consultant— 
Participate in community mental healti pro- 
gram planning and implementation and state- 
level administrative functions; foster integra- 
tion and coordination of mental health con- 
cepts and activities with general public health 
nursing program: act as consultant in sur- 
veys and research related to the community 
mental health program. Master's degree from 
accredited university program in mental 
health-public health. Salary $6,204-$7,290, 
based on experience. Three weeks’ vacation, 
11 holidays, half-salary retirement. Apply to 
Community Mental Health Services Division, 
Colorado State Department of Public Health, 
4210 East llth Ave., Denver 20, Colo. 


25 men. 


1790 Broadway 


SALES VICE PRESIDENT 
$25,000 
Non-Profit Organization 


We are one of the country’s leading health service organizations 
and have a challenging opportunity for an experienced sales 
executive to become our Sales Vice President immediately. 


The man we seek for this top management position is probably 
today the sales manager of a sizable health service organization 
operating either on a city or a state-wide basis. He should possess 
the administrative ability to direct a selling organization of over 
He should aiso have the potential to assume higher re- 
sponsibilities within the not too distant future. 


Our company is fast-growing, ably managed and is located in a 
desirable city on the Eastern seaboard. 


Your reply will be treated confidentially. 


Box C-56, Employment Service 
American Public Health Association 


New York 19, N. Y. 


Public Health Nurse—for generalized 
program in suburban town ten miles from 
New Haven and Yale University. Connecticut 
registration and B.S. degree required. Per- 
sonnel policies in accordance with those rec- 
ommended by Connecticut Nurses’ Associa- 
tion. Beginning salary $4,620, with adjustment 
made depending on training and experience. 
Director, Hamden Public Health and Visiting 
Nurse Association, Town Hall, Hamden, Conn. 


Public Health Nurses—Nevada. Requires 
college degree in public health nursing, or 
graduation from an accredited school of nurs- 
ing, plus one year of academic study in 
public health nursing, and two years’ pro- 
fessional nursing experience. Work in an as- 
signed area with considerable independence. 
Inservice training program. Present salary 
range $421-$511. Recommended salary as of 
July 1, 1961, $464-$562. Excellent fringe 
benefits. Superb recreational facilities and 
climatic conditions. Apply: State Personnel 
Department, Carson City, Nev. 


Public Health Nurse I[I—for licensing of 
care facilities program. Inspects and evalu- 
ates nursing care of patients and facilities in 
nursing homes, hospitals, and homes for the 
aged. Salary $4,800-$6,000. Social Security 
and retirement plan. Liberal vacation and 
sick leave policies. Must be able to travel 


616 


throughout the state. Car provided with travel 
expenses. Requirements: three years of pro- 
gressively responsible public health nursing 
experience, including one in supervision or 
consultation. Completion of college program 
approved jor public health nursing. Apply: 

T. Johnson, Personnel Director, Oregon 
State Board of Health, P. O. Box 231, Port- 
land 7, Ore. 


Public Health Nurse Consultant—Gen- 
eralized nursing consultant to local health 
departments. Bachelor's degree public 
health nursing; master’s degree desirable. 
Three years’ experience in public health nurs- 
ing, including two in supervision. Salary 
$5,280-$6,600. Liberal travel allowance. Social 
Security and state retirement. Annual vaca- 
tion and sick leave policies. Apply: A. T. 
Johnson, Personnel Director, Oregon State 
Board of Health, P. O. Box 231, Portland 
7, Ore. 


Public Health Nurses—First _ level. 
Oregon's state-wide program offers diversity 
of assignment, promotional opportunities, and 
liberal fringe benefits in scenic recreational 
locations. Must have graduated from an 
accredited school of nursing and completed 
one year in public health nursing. Salary 


$4,200-$5,940. Apply: A. T. Johnson, Per- 
sonnel Director, Oregon State Board of 


Health, P. O. Box 231, Portland 7, Ore. 
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Public Health Nursing Supervisor— 
City-County Health Department with a gen- 
eralized public health nursing program. Salary 
range $4,862-$6,140. Appointment at_ rate 
commensurate with training and experience. 
Good personnel policies; generous fringe 
benefits. Must have had an approved pro- 
gram of study in public health nursing lead- 
ing to a bachelor’s degree. Master's degree 
in public health nursing is desirable. Write 
Personnel Office, City of Eau Claire, City 
Hall, Eau Claire, Wis. 


Public Health Nurse HI (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organiza- 
tion and relationships, program planning, 
public health nursing technics, records, and 
reporting. Responsible for inservice educa- 
tion program for local public health nurses 
and evaluation of nursing services. Salary 
range $5,700-$6,780, plus travel allowance. 
B.S. degree with major in public health nurs- 
ing and three years’ generalized experience as 
a public health nurse. Special requirement: 
registration or eligibility therefor as a regis- 
tered nurse in Wisconsin; certification or eli- 
gibility for certification as a public health 
nurse in Wisconsin. Write Miss Ione M. 
Rowley, Director, Public Health Nursing, 119 
Monona Ave., Madison 3, Wis. 


Regional Medical Health Officer 


required by 
Saskatoon Department of 
Publie Health 
for 


SASKATOON RURAL HEALTH 
REGION 


Salary Range: $931-$1133 per month. 


Requirements: M.D. Degree with di- 
ploma or Master's Degree in Public 
Health and experience in public health 
and medical administration; to direct 
a generalized public health program in 
an organized health region and to de- 
velop field activities for education and 
research in collaboration with the Uni- 
versity of Saskatchewan. The appointee 
will work in close liaison with the 
Department of Social and Preventive 
Medicine in the College of Medicine. 


Applications: Forms and further in- 
formation available at Public Service 
Commission, Legislative Building, Re- 
gina, Saskatchewan, Canada. 
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Public Health Nurses and Sanitarians 
—Two nurses and two sanitarians for expand- 
ing generalized program. Five-day week. 
Liberal fringe benefits. Eight cents per mile 
for duty travel. Salary range from $421 to 
$511. Clark County Health Department, P. O. 
Box 392, Las Vegas, Nev. 


Sanitarian—A young man, trained in pub- 
lic health and sanitation, for the position of 
sanitarian to the Borough of Hanover. The 
work deals with food, dairy, and water bac- 
teriology; isolation and identification, plate 
counts, swab testing and chemical testing; 
establishment and operation of a laboratory; 
restaurant control; and advisor for the Board 
of Health on all public health and sanitation 
programs in cooperation with the health 
officer. The Borough has a population of 
15,000. The starting salary will be $5,500. 
Please communicate by letter with Gabriel 
Zelesnick, M.D., Health Officer, Borough of 
Hanover, 108 Railroad St., Hanover, Pa. 


Environmental Health Coordinator— 
for Division of Public Health and Preventive 
Medicine, Bergen Pines County Hospital, 
Paramus, N. J. Position involves coordinating 
and supervising environmental health services, 
and consultation in a metropolitan residen- 
tial county. Requires M.P.H. or equivalent, 
five years’ experience in responsible position 
in environmental health, health officer's li- 
cense in New Jersey, nontraditional approach 
in public health. Salary $9,500 per year. 
Inquiries should be addressed to James G. 
Roney, Jr., M.D., Director of Division. 


Director, Bureau of Environmental 
Sanitation—to direct all phases of state-wide 
sanitation programs. Degree in sanitary engi- 
neering or a master’s degree in public health 
and six years’ experience, three of these years 
in a supervisory capacity of a major phase 
of environmental sanitation. Liberal vacation, 
sick leave, and retirement benefits. Group 
insurance available. Merit system _ status. 
Salary $7,032-$8,784. Write Director of Per- 
sonnel, Virginia State Health Department, 
Richmond 19, Va. 


Health Education Project Coordinator 
(Male)—Excellent opening. Salary $560 per 
month; $6,720 per year; periodic salary in- 
creases. Tri-County District Health Depart- 
ment (250,000 population), suburban Denver, 
Colo. Vacancy for chief of health education 
section. Master’s degree in public health 
education or equivalent required; at least 
one year’s experience in community health 
or public health programs; abilities in plan- 
ning, community organization, and public 
speaking. Top references required. Excel- 
lent benefits, vacation, sick leave, Social 
Security, modern health facilities. For details 
write William S. Haynes, M.D., 1451 Kenton, 
Aurora, Colo. 
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MEDICAL TECHNOLOGIST 


Male or female. Must be registered 
(ASCP) and/or have bachelor’s de- 
gree in medical technology. To per- 
form chemical, bacteriological, and 
microscopic tests under supervision 
of a staff physician for Oakland 
County Health Department ( Mich.) 
in Pontiac (in Detroit metropolitan 

area). Five-day work week. 


| 


Salary $5,100-$5.700 to start, depending 
upon experience, with promotional 
opportunities to $6,700, 


Paid vacation and sick leave plans. 
Hospitalization, life insurance, Social 
Security, and retirement benefits, 


Apply at: 


Personnel Office 
Oakland County Bldg. 
1 Lafayette St. 
Pontiac, Mich. 


FEderal 3-7861 


Health Educator—Senior or junior grade. 
Well developed program with staff of 105 
in Chatham County Health Department, Sa- 
vannah, Ga. M.P.H. required of both grades. 
Senior educator position requires three years’ 
paid experience in an official health agency, or 
one year in an official agency and two in a 
voluntary health agency. Liberal fringe bene- 
fits and travel allowance. Salary, merit sys- 
tem scale, plus supplement and increment 
increases. Apply: W. D. Lundquist, M.D., 
District Medical Director, 23 East Charlton 
St., Savannah, Ga. 


Health Educator—to work on state-wide 
program with local health departments and 
voluntary agencies. Unlimited opportunity 
for program development. Master's degree 
in health education and two years’ experi- 
ence. Salary $5,880-$7,344. Liberal vacation, 
sick leave, group insurance, and retirement 
allowances. Merit system status. Write Per- 
sonnel Director, Virginia State Health De- 
partment, Richmond, Va. 


Public Health Educator HI (Chronic 
Disease )—Initiate and develop community 
interest and cooperation in the organization 
of state-sponsored local programs for rehabili- 
tation of the aged. Assist in development of 
rehabilitation training institutes on state and 
local levels. Prepare audiovisual materials 


relating to aging and rehabilitation. Will be 
responsible for development of reference and 
information library. Desirable qualifications: 
M.P.H. or master’s degree in education or 
related field, plus two years’ experience, pref- 
erably related to position. Salary starts 
at $6,060; maximum $7,200. Travel allow- 
ance, vacation, sick leave, retirement, group 
insurance plans. Write R. J. Siesen, Per- 
sonnel Officer, State Board of Health, Madi- 
son 2, Wis. 


Public Health Educator—$532-$665. 
Challenging professional position with the San 
Jose City Health Department for a health 
educator interested in a community research 
project on home accident prevention. Should 
have some knowledge of statistics. Age 21-45. 
United States citizenship and completion of 
M.P.H. degree in public health education. 
Apply: Personnel Director, Room 211, City 
Hall, 801 North First St., San Jose, Calif. 


Public Health Analyst—$489-$611. Tech- 
nical statistical work for the San Jose City 
Health Department. Responsibilities include 
collection, analysis, and presentation of statis- 
tica! data relating to surveys of births, deaths, 
discases, etc. Age 21-45. United States citi- 
zenship, bachelor’s degree in statistics, mathe- 
matics, or related fields, plus one year of 
experience in statistical work. Apply: Person- 
nel Director, Room 211, City Hall, 801 North 
First St.. San Jose, Calif. 


Biostatistician—for the Colorado State 
Department of Public Health. Offices in Den- 
ver, Colo. Salary $492-$628. Address in- 
quiries to Dalton Roberts, Chief, Administra- 
tive Services, Colorado State Department of 
Public Health, 4210 East 11th Ave., Denver 
20, Colo. 


Virologist—with doctoral degree and ex- 
perience, to head well equipped public health 
virus laboratory. Starting salary dependent 
on qualifications. Range: $740-$890. Con- 
tact Administrative Officer, State Board of 
Health, Helena, Mont. 


Manager, Animal Care—San Diego Zoo. 
Has line supervisory position over all keepers; 
reports directly to the assistant managing di- 
rector. Has direct authority and _ responsi- 
bility for the care, feeding, hygiene, and 
welfare of all animal exhibits in the zoo. Re- 
sponsible for the implementation of all pro- 
grams, of the medical and curatorial staff 
in regard to animal health, hygiene, and care. 
Minimum of three years’ past experience in 
direct supervision at the general foreman 
level. Two years of accredited college edu- 
cation leading to a bachelor’s degree. Five 
years’ experience in responsibility for the 
care, handling, health, hygiene, and welfare 
of wild or domestic animals. Starting salary 
$6,000 Please send résumé to James S. 
\".-«n, Director of Personnel, San Diego 

P. O. Box 551, San Diego 12, Calif. 
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Radiologist—to direct Tumor Clinic in 
upstate New York. Deep and _ superficial 
x-ray therapy, radium, and isotopes. Good 
personnel policies, vacation, sick leave, retire- 
ment, and Social Security benefits. For de- 
tails, write to Box M-28, Employment Serv- 
ice, APHA. 


Chief Consultant Psychologist—for plan- 
ning, consultation, and supervising compre- 
hensive psychological services in a state-wide 
community mental health program. Knowl- 
edge of research methods, community organi- 
zation, teaching, and consultation with non- 
professionals. Ph.D. in psychology. At least 
four years’ progressively responsible experi- 
ence in psychology, including minimum of 
one year in community mental health work. 
Salary range $600-$745; proposed effective 
July 1, 1961, $685-$845. Apply to A. T. John- 
son, Personne! Director, Oregon State Board 
of Health, P. O. Box 231, Portland 7, Ore. 


Medical Social Worker—for health de- 


partment located adjacent to Washington, 


EMPLOYMENT SERVICE 


D. C., serving population of 370,000. Excel- 
lent working conditions; staff numbers 130, 
Extremely varied and challenging program. 
Master’s degree plus two years’ experience 
required. Salary range $5,970-$7,464. Prince 
George’s County Health Department, Chev- 
erly, Md. 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320-$5,400 
per year, plus liberal travel allowance. Write 
to J. H. White, M.D., Director, Weld County 
Health Department, P. O. Box 521, Greeley, 
Colo. 


Microbiologist (Academic )—Ph.D.—To 
develop research program in general area of 
sanitary microbiology. Some teaching. Posi- 
tion open June 1, 1961. Calendar year ap- 
pointment. Rank from associate professor to 
professor. M. L. Granstrom, Department of 
Civil Engineering, Rutgers University, New 
Brunswick, N. J. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Public Health Veterinarian—with M.P.H. 
and one year of administrative, regulatory, 
and epidemiological experience with a County 
Health Department, desires position in gov- 
ernment, teaching, or industry. Box V-24, 
Employment Service, APHA. 


Public Health Coordinator—Experienced 
in coordination and planning in public health 
and medical care services, health education, 
rehabilitation, chronic illness, and alcoholism. 


APRIL, 1961 


Currently employed. Curriculum vitae on 


file. Box C-55, Employment Service, APHA. 
Public Health, Medical Care Adminis- 


tration, or Administrative Research— 
Female, 47, married; M.P.H. Experience in 
hospital, welfare fund, and social service 
fields. Chicago resident. Can travel some. 
Mrs. Faiga F. Duncan, 2109 North Cleveland 
Ave., Chicago 14, Il. 


619 


BOOK REVIEWS 


All reviews are prepared on invitation. 


HEALTH SUPERVISION OF CHILDREN— 
Ann Arbor, Mich.: University of Michigan 
School of Public Health, Continued Education 
Service (109 South Observatory St.), 1959. 
87 pp. Price, $2.00. 


This publication is a compilation of 
15 papers presented, plus a skit and a 
panel discussion, at the Inservice Train- 
ing Course on Health Supervision of 
Children held in Ann Arbor on June 
16-17, 1959. The course was held for 
health personnel in Michigan, and was 
planned jointly by the faculty of the 
University of Michigan School of Public 
Health and by staff members of the 
Michigan State Department of Health. 
A course such as this reflects the in- 
creasing interest of schools of public 
health in providing continuing educa- 
tion for public health workers, in co- 
operation with health departments. 

The papers present content on the 
various areas of concern on the part of 
health personnel working with mothers 
and children. The topics covered include 
horizons in child health; the status and 
needs in child health in Michigan; the 
health department and the family; plan- 
ning priorities in child health super- 
vision; health supervision of the ado- 
lescent; health supervision as a means 
of improving family health; nutrition; 
oral health of children; screening tests; 
application of the principles of growth 
and development to health supervision 
of children; and meeting the emotional 
needs of the young child. The skit pre- 
sented was that of activities in the well 
child conference related to the admis- 
sion of an infant and her mother, and 
to the postconference counseling of the 
mother by the public health nurse. The 
panel discussion consisted of a multi- 
disciplinary team discussing family 
counseling. 


Unsolicited reviews cannot be accepted. 


This book is recommended for public 
health personnel working with mothers 
and children. Heven M. WaALLAce 


INDUSTRIAL WATER CONSERVATION— 
Ann Arbor, Mich.: University of Michigan 
School of Public Health, Continued Education 
Service (109 South Observatory St.), 1959. 
115 pp. Price, $3.00. 


This publication is a compilation of 
the papers presented at the course on 
Industrial Water Conservation held at 
the University of Michigan School of 
Public Health. The material was de- 
signed to serve plant engineers and in- 
dustrial management personnel with a 
basis for consideration of the need for 
extended interest in the field of indus- 
trial water conservation. 

The material presented in this publi- 
cation provides an excellent background 
of information concerning the sources 
of water supply, specific uses in selected 
industries, and definite examples of suc- 
cessful programs of conservation. The 
industries represented in this presenta- 
tion of the “How To Do It” approach 
include those manufacturing operations 
which are found on a nation-wide basis. 
The considerations given include con- 
cern for the volume of water required, 
the various problems concerned in water 
management, the factors involved in in- 
dustrial plant site selection, and_pro- 
cedures for water use plant surveys. 

Specific water conservation success 
stories are presented with considerable 
detail for the industries concerned with 
the production of food, power, chemi- 
cals, paper, pharmaceuticals, automo- 
biles, steel, and oil. 

Although specific references to the 
public health aspects of the problems of 
water supply are not emphasized, this 
publication provides the basis for an 
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understanding of industrial water sup- 
ply problems and indicates the possi- 
bility of numerous public health impli- 
cations. Morton S. HILBert 


LEGAL ASPECTS OF PUBLIC HEALTH— 
Ann Arbor, Mich.: University of Michigan 
School of Public Health, Continued Education 
Service (109 South Observatory St.), 1959. 
69 pp. Price, $2.00. 

This is a mimeographed compilation 
of the papers given at a three-day con- 
ference on the legal aspects of public 
health held at the University of Michi- 
gan School of Public Health in early 
February, 1959. Edited copies of 15 
papers appear, averaging some four 
pages each, with a summary bv Dr. 
Vlado A. Getting. 

The papers were given by a group 
of lawyers and public health officials 
practicing in Michigan. They concern 
mainly Michigan law and experience. 
The subjects covered are the legal rights, 
duties, and liabilities of health officers 
in Michigan; local versus state regula- 
tions in public health; and miscellane- 
ous information on Michigan law and 
procedure (such as a review of the 
court system, rules of evidence, and 
the prosecution of a criminal case). 

The material in this publication is 
of limited use outside Michigan. It is 
of spotty quality with the public health 
officials generally doing a better job in 
both content and philosophy than the 
lawyers. I particularly liked the papers 
of Dr. Otto K. Engelke and John E. 
Vogt. Dr. Engelke exhorts health off- 
cers to take a “long view” of the law, 
to interest themselves in their communi- 
ty’s zoning law and over-all municipal 
planning, and not to concern themselves 
solely with the everyday problems of 
nuisance complaints and licenses. Mr. 
Vogt writes of “trends” in public health 
regulation in Michigan, but he bespeaks 
himself a philosopher, it seems to me. 
For example, “ the performance 
type of regulation appears to be receiv- 
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ing more consideration, as opposed to 
the specification type where every 
minute detail is spelled out” (p. 17), 
“Hand in glove with uniformity goes 
reciprocity” (p. 17). Dr. Getting’s 
summary is also very well done. He 
adds a certain gloss of his own wide 
experience to the papers he has heard. 

Since there is so little published 
material on public health law, this col- 
lection is worthy of mention and note 
for public health people in this country. 

Wittiam J. Curran 


PRESSURE GROUP POLITICS—THE CASE 
OF THE BRITISH MEDICAL ASSOCIA- 
TION—By Harry Eckstein. Stanford, Calif.: 
Stanford University Press, 1960. 168 pp. 
Price, $3.75. 


This is a case study which deserves 
close reading. The author, a political 
scientist at Princeton, has already 
written a survey of the National Health 
Service in Britain and is well acquainted 
with the terrain. From the point of 
view of the political scientist, this study 
of the British Medical Association is in- 
tended to examine the limits of pertin- 
ence of the group theory of politics, that 
is, the nature and place of pressure 
groups in the functioning of a demo- 
cratic political system. The study is 
concerned chiefly with the negotiations 
and consultations which take place be- 
tween the British Medical Association 
(BMA) and the Ministry of Health on a 
variety of matters, some important, 
others almost trivial, when such contact 
The author discusses in turn 
the setting within which the political 
activities of the BMA are carried on, 
the channels of influence that are avail- 
able and are used, and the political effec- 
tiveness of the BMA. These aspects are 
followed by two cases: one in which 
negotiation was successful, and a second 
which ended in failure. 

From Professor Eckstein’s analysis it 
is clear that the pressure group in this 
case functions largely where there is a 


is needed. 
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great amount of agreement on_ basic 
issues and “high degree of concern with 
narrowly delimited policies infringing 
upon technical, especially professional- 
ized fields.” On most occasions the 
representatives of the BMA and the uni- 
versity collaborate to devise the ma- 
chinery needed to make the health serv- 
ices work. Disagreement tends to occur 
where financial interests are involved. 

While this book deals with British 
affairs, Americans can learn a great deal 
from it about the relations between poli- 
tics and health matters, that is, politics 
in the Aristotelian sense as relating to 
the government of a state, and not neces- 
sarily party politics alone. Comparable 
studies are needed for similar groups in 
the United States. If there is one criti- 
cism of Professor Eckstein’s book, it is 
that the limits set for the study are 
rather narrow, but what he has done 
within them is excellent. This is a book 
to read and reflect on. 

Grorce Rosen 


DIFFERENTIAL DIAGNOSIS OF YAWS— 
By C. J. Hackett and L. J. A. Loewenthal. 
World Health Organization Monograph. New 
York, N. Y.: Columbia University Press (2960 
Broadway), 1960. 88 pp. Price, $3.25. 


The World Health 
sponsoring extensive mass campaigns in 
many underdeveloped countries in the 
tropics with the ultimate objective of 
eradicating yaws. In the later stages of 
such campaigns, when most of the yaws 
has been eliminated, it is important to 
identify accurately all recurrent or pre- 
viously unrecognized cases. 

In 1957, WHO published C. J. 
Hackett’s “An International Nomencla- 
iure of Yaws Lesions.” The present 
monograph, written by the same author 
in collaboration with Dr. L. J. A. Lowen- 
thal, is a companion volume to that 
earlier publication and was prepared in 
response to requests for an_ illustrated 
handbook to assist field workers in mak- 
ing accurate differential diagnoses. 


Organization is 


$22 


The monograph fully meets its objec- 
tive. It is sturdily bound (important 
for field use), well organized (into 
lesions likely to be confused with early 
yaws, late yaws, and yaws hyperkera- 
toses) and beautifully illustrated (with 
pictures of lesions likely to cause con- 
fusion with yaws). 

There probably will be littke demand 
for this publication in the United 
States, but for those who have any con- 
nection with yaws control programs, this 
WHO monograph is a must. 

Frank W. REYNOLDS 


MILK SANITATION ADMINISTRATION— 
Edited by Hugh E. Eagan, with a foreword 
by Herbert H. Rogers. Communicable Disease 
Center, Atlanta, Ga. Public Health Service 
Publication No. 728—Washington, D. C.: 
Superintendent Documents. 208 pp. Price, 
$1.25. 

The milk sanitarian and other mem- 
bers of the public health team will find 
the material selected in this book to be 
a splendid review and refresher on milk 
sanitation work. Fifteen experts in the 
field of research, industry, and labora- 
tory officials present in lecture fashion, 
or outline, the current concept on ad- 
ministration of milk sanitation and en- 
forcement programs, covering current 
federal regulations, surveys, standards, 
laboratory, and related topics. Perhaps 
half of the book is a rehash for the ex- 
perienced public health milk sanitarian. 
A highlight on research is the technical 
review on high temperature, pasteuri- 
zation of milk and milk products for the 
inactivation of pathogenic microorgan- 
isms. The animal disease section goes 
far beyond the subject of milk, but good 
for other areas of public health disease 
control. Discussion on nutritional value 
of milk offers an interesting new ap- 
proach for this subject. This book is 
strongly recommended for all health de- 
partment milk control divisions, and is 
a made-to-order outline and study book 
for inservice training courses. 

Everett C. Hanporr 
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TEACHING THE MENTALLY RETARDED 
CHILD—By Natalie Perry. New York, N. Y.: 
Columbia University Press (2960 Broadway), 
1960. 282 pp. Price, $6.00. 


State and community programs for 
mentally deficient (trainable) children 
are in the processes of rapid develop- 
ment and expansion. With the greatly 
increased demand for teachers, this book 
should prove to be most welcome. It 
should aid both teacher and parents of 
mentally deficient children not only to 
better understand what activities and 
learning experiences will benefit the 
children, but also why they will. 

The professional educator often de- 
cries the “cookbook” while the parent 
and classroom teacher ask for specific 
suggestions and activities. “Teaching 
the Mentally Retarded Child” strikes a 
happy compromise between these two 
extremes. Miss Perry uses a develop- 
mental approach in suggesting a pro- 
gram for mentally deficient children. 
Each area starts with a general descrip- 
tion incorporating principles and pur- 
poses followed by specific examples of 
activities to be used by teachers and 
parents. One of the most refreshing 
things is the justification or “why” in- 
cluded in each area under discussion. 

Other pertinent and valuable points 
of the volume are: (1) the list of prin- 
ciples relating to teaching trainable chil- 
dren, (2) related readings at the con- 
clusion of each chapter, (3) listing of 
names and functions of agencies that 
can contribute to a total program, and 
(4) discussion concerning school-parent 
problems and relationships. 

G. OrvILLE JOHNSON 


WORLD REVIEW OF NUTRITION AND 
DIETETICS (Vol. |)—Edited by Geoffrey 
H. Bourne. Philadelphia, Pa.: Lippincott 
(East Washington Square), 1960. 272 pp. 
Price, $12.00. 


This 272 page volume is the first in 
an annual series initiated as “a forum 
for more lengthy and discursive reviews 
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than are published in conventional jour- 
nals.” It includes a skillful compression 
of the history of nutrition into 19 pages 
by Professor E. V. McCollum and nine 
unrelated review articles. Those en- 
titled “Effects of Androgens and Oes- 
trogens on the Metabolism of Proteins 
and the Growth of Tissues” by Drs. P. 
Aschkenasy-Lelu and A. Aschkenasy; 
“Nutritional Significance of Vitamin 
B,2” by M. R. Spivey Fox and Dr. B. 
F. Chow; “Neoplasia and Nutrition” by 
T. A. McCoy; “Nutritional Factors in 
Anemia” by Dr. G. R. Wadsworth; and 
“The Nutritional Requirements of Em- 
bryos and the Repercussions of Defi- 
ciencies” by Dr. A. Giroud are valuable 
and authoritative summaries. The arti- 
cles on the “Biosynthesis of Vitamin 
C” by Professor C. G. King and Dr. R. 
R. Becker, “The Use of Isotopes in Nu- 
trition Research with Special Reference 
to Tritium” by Dr. J. Done and P. R. 
Payne, and “Basal Metabolism in the 
Japanese Population” by Dr. Shinjiro 
Suzuki cover these more specific topics 
in detail. The article “Treatment and 
Prevention of Kwashiorkor by Dr. M. 
Béhar and collaborators is a complete 
and current summary which includes a 
discussion of the use of indigenous pro- 
tein sources for prevention. All of the 
articles have extensive reference lists 
and a general index is supplied. Nutri- 
tion workers will be glad to have this 
volume for reference and teaching pur- 
poses in the areas covered. 
Nevin S. ScRiMsHAW 


AIR SAMPLING INSTRUMENTS FOR 
EVALUATION OF ATMOSPHERIC CON- 
TAMINANTS—Cincinnati, Ohio: American 
Conference of Governmental Industrial Hy- 
gienists (1014 Broadway), 1960. Price, $7.50. 
“Air Sampling Instruments” provides 

the industrial hygienists and air pollu- 

tion control specialists with an up- to- 
date compendium of instrumentation 
currently available. Most of the equip- 
ment described is of interest to the 
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industrial hygienist. The catalogue of 
instruments is preceded by a series of 
authoritative technical papers on the 
principals of air contaminant measure- 
ments and the theory and practice of 
evaluating contaminants in the work- 
room and general atmospheres. The 
reader will find that the text of this 
section covers the ground with consider- 
able insight into the practical aspects 
of contaminant evaluation in modern 
industrial hygiene and air pollution. 
However, the format makes this section 
somewhat difficult to read. The quality 
of the illustrations and lack of adequate 
subtitles interfere somewhat with rapid 
and complete understanding of the 
text. A great deal of useful information 
is there, nevertheless, to be dug out by 
the diligent reader. 

The compendium of instruments is 
large and up to date. The reader is 
provided with a description of the 
methods of operation and operating 
range of the current air sampling in- 
struments and information on where 
the commercial instruments can be ob- 
tained and where details about the non- 
commercial ones are available. Notably 
lacking, however, is any evaluation of 
the instruments, discussion of their limi- 
tations or information on when they 
should and should not be used. This 
limitation will perhaps not be a serious 
drawback for the experienced reader. 
The less experienced worker may find 
it difficult to make a selection of suita- 
ble instruments from the information 
provided. Joun A. Maca 


EUROPEAN SEMINAR ON SHELTERED EM- 
PLOYMENT—New York, N. Y.: The Interna- 
tional Society for the Welfare of Cripples, 
1960. 171 pp. Price, $1.50. 


The seminar on sheltered employment 
was organized by the Netherlands So- 
ciety for the Care of Disabled. European 
countries represented by delegates in- 
cluded Austria, Belgium, Denmark, Fin- 
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land, France, West Germany, the 
Netherlands, Norway, Poland, Sweden, 
Switzerland, and the United Kingdom. 


The seminar focused its attention on five 
major subjects: 


1. The conception and aims of sheltered em- 
ployment 

2. Organization and financing 

3. Work projects 

4. Rehabilitation and medical 
sheltered employment 

. The relationship of sheltered employment 
to the conditions of labor in any nation. 


aspects of 


uw 


This report of the proceedings has 
meaningful content to those interested 
in the field of sheltered workshops. Its 
limitations arise, in part, from the 
English translations and, in part, from 
the fact that the material presented con- 
sists of the transcribed notes of the 
seminar proceedings. 

In spite of these’ limitations, it should 
be of some value to those who are in- 
terested in providing sheltered work for 
the handicapped in this country. 

A professional worker in this field 
will learn both from the similarities and 
the differences in the programs that have 
been developed in foreign lands. 

Jerome S. Tosis 


ESSENTIALS OF HEALTHIER LIVING— 
By Justus J. Schiefferes. New York, N. Y.: 
Wiley (440 Fourth Ave.), 1960. 335 pp. 
Price, $5.50. 


This is a short, stimulating, realistic 
college textbook on personal and com- 
munity health, keyed to the needs and 
interests of college men and women. 

It is a comprehensive coverage of all 
important topics in current health edu- 
cation, divided into five major areas: 
(1) Personal Health, 35 per cent; (2) 
Education for Family Living, 20 per 
cent; (3) Mental Health, 20 per cent; 
(4) Disease and Accidents, 10 per cent; 
and (5) Community Health, 15 per cent. 

Summary review questions and sug- 
gestions for supplemental reading are 
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given at the end of each chapter. Chap- 
ter references are listed in Appendix C. 

Appendix A on Common Human Ail- 
ments is a brief alphabetical catalogue 
of these giving further information on 
many and references as to where others 
can be found in the text. 

The book is well illustrated with about 
150 new pictures and charts which help 
to bring the previous 1954 edition of 
“Healthier Living” up to date. This 
newer book is only about one-half the 
size and yet gives a comprehensive cover- 
age of all important topics in health 
education. Several hundred instructors 
in this area were interviewed in_ its 
preparation. 

The chapters can be read or assigned 
in any order, but as arranged in this 
book there is a desirable sequence stress- 
ing personal health throughout the first 
five sections. Health and happiness are 
clearly correlated. 

This text should be used early in the 
college curriculum in as much as only 
about half of those who enter college 
complete their courses. It could well 
be used in senior high schools. 

E. AYLinc 


BLIND CHILDREN IN FAMILY AND COM- 
MUNITY—By Marietta B. Spencer. Minne- 
apolis, Minn.: University of Minnesota Press, 
1960. 142 pp. Price, $4.25. 


This remarkable book will appeal to 
professional workers and experts in child 
development who will be fascinated by 
the world of the young child who is 
blind. It would be sound indoctrination 
for all parents of very young blind chil- 
dren because of the soundness of the 
principles on which it is based, and 
which it explains  straightforwardly 
through a skillful handling of text and 
excellent photographs. It is, of course, 
closely related to the Gesell studies and 
it has some of the drama of Steichen’s 
“Family of Man,” yet without its pic- 
torial quality or its breadth and depth of 
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coverage. Its “specialness” may, unfor- 
tunately, limit its appeal to the general 
reader, but it should become a valuable 
text for students of child development 
and required reading for specialists who 
work now or who are preparing to work 
with blind children. 

Its purpose is to point up the “normal- 
ity” of blind children. It focuses first 
on the fact that blind children follow the 
developmental stages characteristic of all 
children; the fact of blindness is there 
but it is assigned the lesser role and the 
disability is only a complicating factor 
in normal development. This is a sound 
way to look at the child who is blind. 

Much of the effectiveness of the pre- 
sentation lies in the excellent photo- 
graphs by Frank Agar, Jr., and Carol 
Safer. The truth of the adage, “A pic- 
ture is worth a thousand words,” is cer- 
tainly well demonstrated. They illus- 
strate clearly and dramatically signifi- 
cant factors in child development, but 
without the carefully prepared brief text 
and succinct captions, the pictures would 
be much less effective. 

The book should be of great help to 
parents of all blind children, but one 
might wish that more thorough treat- 
ment could have been given to the child 
whose development pattern is slower 
than “normal.” Unfortunately, there are 
many blind children who are slow de- 
velopers. Parents and counselors are 
looking for support and help in meeting 
the problems of these children. The 
book only provides superficial treatment 
in this important special area of need. 
Nor does the study point up did#erences 
between totally blind children and those 
with some useful vision. While basic 
principles of development are undoubt- 
edly the same, there are ways of helping 
a child with some vision to use it to the 
full, and also to understand realistically 
the limitation of his small amount of 
sight. However, these omissions do not 
detract significantly from the excellence 
of the book. ALLEN W. SHERMAN 
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ATTENUATED INFECTION: THE GERM 
THEORY IN CONTEMPORARY PERSPEC- 
TIVE—By Harold J. Simon. Philadelphia, 
Pa.: Lippincott (East Washington Square), 
1960. 349 pp. Price, $10.00. 


The author of this book is concerned 
by the tendency, during the past 90 
years, for students of microbial disease 
to focus their investigation and their 
thinking upon the infectious agent 
rather than the infected host, and to 
stress overt disease rather than the less 
dramatic but generally more prevalent 
attenuated or inapparent forms of in- 
fection. The author is clearly indebted 
‘0 Rene J. Dubos and Walsh McDermott 
(both of whom have written forewords 
to this book) for much of the stimulus 
and the background of his viewpoint. 
His purpose in writing the book is to 
set forth and to illustrate “the concept 
that peaceful coexistence between or- 
ganisms is the rule in nature rather 
than the exception.” 

This objective is a praiseworthy one, 
and one which some farseeing micro- 
biologist such as Theobald Smith 
(whom Simon has selected for the 
frontispiece), Zinsser and Burnet (nei- 
ther of whom is mentioned in the book), 
and numerous others have recognized, 
in one way or another, for many years. 
Simon’s especial contribution, however, 
is his truly remarkable and imaginative 
collection, of illustrative examples of at- 
tenuated infection, drawn from studies 
on man, on other vertebrates, on insects, 
on bacteria, on plants, and on tissue 
cultures and backed up by 294 cited 
references. Tissue culture alone occupies 
50 pages. Other sections treat of defi- 
nitions; occurrence, distribution, and 
detection of attenuated infection; 
changes in host or parasite that in- 
fluence attenuated infection; synergism 
and antagonism: advantages and dis- 
advantages resulting from attenuated 
infection; and finally a comprehensive 
section on attenuated infection in man. 

One may quarrel with the author 
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over his definitions, or, in some in- 
stances, over their absence; one may 
regret the large omissions found in the 
subject matter dealt with; one may be 
put off by the sustained effort to fit 
everything the author observes into his 
preconceptions regarding infection; and 
one may wish that he had said what 
he had to say in half the space, as he 
could have done. Nevertheless, the 
function of a good book is not so much 
to present facts or to organize knowl- 
edge, for the reader, as it is to stimulate 
the reader to think. Judged by this 
criterion, “Attenuated Infection” is a 
very good book. Grorrrey EpDsALL 


DENTAL HEALTH EDUCATION: For Dental 
Health Educators in School and Com- 
munity Dental Health Programs with 
Special Consideration for the Education 
of Adults During Dental Treatment 
(2nd ed.) —By Frances A. Stoll. Philadelphia, 
Pa.: Lea and Febiger (Washington Square), 
1960. 253 pp. Price, $5.50. 


The last hundred pages (Chapter 9 
on), dealing exclusively with dental 
health education methods and materials, 
apparently are good in many respects. 
(Examples of exceptions are such 
questionable items as listings of materi- 
als from commercial dentifrice com- 
panies, the confusion of information-giv- 
ing with education, puppetry programs, 
and the personification of inanimate 
objects in health dramas.) 

The first eight chapters lay the 
foundation for the education chapters. 
Interspersed with such widely accepted 
precepts as incremental maintenance 
care, community and health 
councils, parent participation and edu- 
cation, and program evaluation are 
items which could be considered pro- 
vincial, controversial, and inaccurate: 


school 


(1) Provincial, because much of the content 
deals with an almost-exclusive situation 
prevailing in New York State where 
dental hygienists may be certified as 
teachers. 

(2) Controversial, because, for example, the 
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author delegates to the dental hygienists 
such questionable functions as dental in- 
spections in the school as case-finding 
technics, direct teaching in the classroom, 
and home visiting. (In some instances, 
the author does cite conflicting opinions.) 


(3) Not altogether accurate, because, as one 
example, the definitions of the “M com- 
ponent” of the DMF and the “e com- 
ponent” of the def indexes are not in ac- 
cord with general usage. 

Each chapter contains a_ selected 


bibliography (although some references 
are not up to date). The book has many 
typographical and grammatical errors. 
It can be recommended only for the ex- 
perienced dental health worker who can 
judge the opinions, philosophies, and 
examples given, and draw from them 
suggestions to be tailored to his own 
situation. Davip F. STRIFFLER 


FOOD BECOMES YOU—By Ruth M. Leverton 
(2nd ed.) —Ames, lowa: lowa State University 
Press (Press Building), 1960. 198 pp. $3.50. 


The author, associate director of the 
Institute of Home Economics, Agricul- 
tural Research Service, U. S. Depart- 
ment of Agriculture, is well qualified to 
write “a handbook to guide you in 
selecting the food that becomes you.” 

In addition to being reorganized and 
augmented, much of the second edition 
The freshness in the pre- 
sentation of the accurate nutrition ma- 
terial, together with the appealing for- 
mat, satisfies the reader. The food needs 
and habits for every stage of the life 
cycle are presented clearly and persua- 
sively. However, the author gives 
especially helpful suggestions to the 
parents-in-waiting, mothers of young 
children, and to teenagers themselves. 

Four of the 17 chapters discuss in- 
terestingly the hows and whys of weight 
control. Two entirely new chapters are 
concerned with the current thinking on 
the role of fats in the diet and with food 
fads. The book ends with a table of 
food values of selected foods commonly 
used. 


is rewritten. 
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The book is written for the lay public. 
At the same time, the professional per- 
son can learn much about ways to pre- 
sent technical material. 

A. June Bricker 


NEW WATER FOR A THIRSTY WORLD— 
By Michael Salzman. Los Angeles, Calif.: 
Science Foundation Press (73314 Ascot Sta- 
tion), 1960. 210 pp. Price, $5.95. 

This book projects a theory that: (1) 
there are everlasting supplies of new 
waters in little-explored, solid-rock fis- 
sures within the earth; and (2) they 
originate from chemical processes oc- 
curring there and are unrelated to the 
familiar ground water, dependent on 
insoak, which man conventionally taps 
to supplement surface supplies. 

These new waters, the author asserts, 
can be scientifically located and eco- 
nomically brought to the surface, even 
in deserts. Examples are cited. This 
would be a boon to our present dilemma 
—a rapidly closing gap between water 
demands and the fixed supply of the 
hydrologic cycle. 

Water pollution and its health impli- 
cations are briefly discussed. Mentioned 
is “the constant pollution of our drink- 
ing water by hundreds of new chemical 
products whose effects on human health 
are totally unknown.” The author pro- 
jects a possible link between today’s in- 
creasing chronic (cancer and cardiovas- 
cular-renal) disease rate and drinking 
water supplies. 

Apparently painstaking research went 
into the preparation of this thought pro- 
voking and somewhat convincing trea- 
tise. The effort was spurred by the 
work of Stephan Riess, a Californian. 
Riess formulated the “new water” 
theory and has gained attention in the 
press by drilling good water-producing 
wells where others had failed. 

Although Riess has been called by 
some “a charlatan, a witch, and a fake,” 
the author is convinced that the Riess 
theory is authentic and that it can ex- 
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plode certain established scientific and 
hydrologic principles if delved into with 
“open mind.” 

Except for brief recitations in highly 
academic and scientific terms and 
formulas, this book is easily read by 
the layman. Salzman demonstrates a 
remarkable cross-knowledge of the earth 
sciences and believes that less narrow- 
minded specialization could improve 
scientific achievement by chemists, phys- 
icists, metallurgists, mineralogists, and 
crystallographers. 

Certainly for each of these profes- 
sions this book holds something of in- 
terest. Likewise, both professionals and 
students in forestry, soil, agronomy, and 
the water resource field will find this 
book readable and an excellent refer- 
ence. The book documents in detail 198 


references. Gorpon McCattum 


INTRODUCTION A LA HIGIENE INDUS- 
TRIAL (Spanish text for Occupational 
Health)—J. J. Bloomfield. Lima, Peru: In- 
ternational Cooperation Administration. In- 
stitute of Inter-American Affairs, Public 
Health Division, 1959. 318 pp. 


The author is one of the American 
pioneers in the field of industrial hy- 
giene. For over 35 years he has been 
a student, a researcher, and an ex- 
perienced worker in the development of 
adequate mining and industrial hygiene. 
He has devoted the last 13 years in 
South America helping to develop in- 
dustrial hygiene. 

This book contains a compilation of 
his papers and lectures in which he 
develops his view and deep knowledge 
in the field of industrial hygiene. The 
text is written in Spanish in a simple 
medical language understandable to the 
engineer and the sanitarian and with a 
technical approach of easy interpreta- 
tion by the physician, though presented 
in the lecture-type style. 

Of particular interest is the histori- 
cal information on the development of 
industrial hygiene and its stages of 
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progress up to the last decade in various 
countries, including data on compensa- 
tion laws for accidents and occupational 


diseases. His coverage on atmospheric 
pollution is of valuable assistance to 
any new student in this field. 

The Spanish-speaking student in pub- 
lic health or in industrial hygiene, 
either physician, engineer, or sanitarian, 
will find this book very appropriate and 
enlightening. Netson 


PATIENT-CENTERED APPROACHES TO 
NURSING—By Irene L. Beland and Ruth V. 
Matheney. New York, N. Y.: Macmillan 
(60 Fifth Ave.), 1960. 205 pp. Price, $4.50. 
There is a boldness about this book 

which is refreshing. It directly chal- 

lenges the nurse educator, the nurse 
practitioner and the hospital adminis- 
trator. It challenges basic beliefs, and 
it challenges current practice in nursing. 

In raising their voices provocatively, 
the authors do not play with words. 
They have seriously presented the cul- 
mination of five years of thinking and 
experimentation based on their firm 
conviction that nurses “can and must 
assume a greater share of the provision 
of direct nursing care services to 
patients.” 

You may agree or you may not agree 
with them. You will not remain indiffer- 
ent even if you limit your reading to the 
last chapter which succinctly sum- 
marizes the bases of our conflicts in 
nursing and draws implications of the 
future. 

The content is organized around the 
analysis of patients’ needs with a de- 
lineation of 21 nursing problems which 
must be solved to deliver individualized, 
comprehensive nursing care.  Inter- 
estingly enough these problems are 
listed on the frontispiece of the book 
probably with the intention of involving 
the reader. You may react by judging 
some of these to be objectives rather 
than problems, but it will not matter 
that much. 
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What you will find as you delve more 
intensely into this book is an application 
of these problems to a patient-centered 
curriculum in an associate degree pro- 
gram, a three-year basic diploma pro- 
gram, and a_ bachelor of science 
program. It would be worthy of con- 
sideration if those public health nursing 
educators and service personnel respon- 
sible for effective services to families 
and communities would attempt to ex- 
amine the value of a similar approach. 

There is also an inclusive list of refer- 
ences of which any serious reader of 
this book will make use. 

Mapetyn N. 


MICROSCOPIC-ANALYTICAL METHODS 
IN FOOD AND DRUG CONTROL— 
Food and Drug Technical Bulletin No. |, 
prepared under the direction of Kenton L. 
Harris, Helen L. Reynolds, consulting editor. 
Food and Drug Administration, U. S. Depart- 
ment of Health, Education, and Welfare, 
Washington, D. C.: Government Printing 
Office, 1960. 255 pp. Price, $2.00 (paper). 


In 1944, the Food and Drug Admin- 
istration first published its Circular No. 
1 on the “Microanalysis of Food and 
Drug Products.” This volume super- 
sedes that publication. But it is in- 
tended to be more than an expanded 
volume of laboratory methods for the 
detection of insect, rodent, and other 
types of contamination with extraneous 
materials, with introductory chapters on 
some phases of chemical microscopy. 
It aims to provide background informa- 
tion to help analysts in their practical 
application of microscopic methods in 
special cases that can not be covered in 
textbook fashion. It aims to clarify 
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for regulatory officials and for manu- 
facturers and producers of foods and 
drugs the place of microscopic pro- 
cedures to supplement plant inspection 
and to aid in products control. These 
objectives have been admirably fulfilled. 

The book is well written, and it is 
illustrated with nearly 300 meaningful 
figures. Each of the 11 chapters has 
been contributed by members of the 
scientific staff of the Food and Drug 
Administration, and most of the chap- 
ters provide a selected list of references. 
There are several useful tables, among 
which may be mentioned the keys for 
the identification of insects, and the 
tables of optical constants of many of 
the newer drugs that exist in crystalline 
form. The chapter dealing with the 
identification of commercial drug tab- 
lets and capsules necessarily is limited 
to a general discussion of principles, 
though valuable hints are provided for 
the guidance of workers who may be 
confronted with problems of this na- 
ture. 

The authors have succeeded in bring- 
ing together for a single objective the 
technics of many different disciplines. 
While bacteriological methods are not 
included, this volume takes its place 
with such well known treatises as “Stand- 
ard Methods of Milk Analysis,” “Stand- 
ard Methods for the Examination of 
Water, Sewage, and Industrial Waste,” 
and related compendiums of laboratory 
methods. Every laboratory concerned 
with the sanitation of foods, and the 
quality control of foods and drugs, has 
a need for this authoritative publication. 

FRANKLIN C. Binc 
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Space and the interests of readers will permit review of some, but not all, of the books listed. 


Air Pottution. World Health Organization 
Monograph Series No. 46. New York, N. Y.: 
Columbia University Press, 1961. 442 pp. 
Price, $10.00. 

Carpio-VascuLAR Surcery. A Manual for 
Nurses. Edited by George H. Peddie and 
Frances E. Bush. New York, N. Y.: Put- 
nam’s, 1961. 170 pp. Price, $2.75. 

Cuitp DeveLopMeNT AND PsycHIatry. 
Edited by Charles Shagass and Benjamin 
Pasamanick. Washington, D. C.: Psychi- 
atric Research Reports, American Psychi- 


atric Association, 1960. 225 pp. Price, 
$2.00. 
Crime «nN America. Edited by Herbert A. 


Bloch. New York, N. Y.: Philosophical 
Library, 1961. 355 pp. Price, $6.00. 

EnzymMo.ocy tHe USSR. A Review of the 
Literature. Chester W. Delong. Washing- 
ton, D. C.: Gov. Ptg. Office, 1960. 189 pp. 
Price $.65. 

Evacuation or Druc TuHerapy. Francis M. 
Forster. Madison, Wis.: University of Wis- 
consin Press, 1961. 167 pp. Price, $4.00. 

Great Epiwemic, Tue. A. A. Hoehling. Boston 
Mass.: Little, Brown, 1961. 217 pp. Price, 
$3.95. 

Home Care. Hospital Monograph Series No. 
9. David Littauer: I. Jerome Flance; and 
Albert F. Wessen. Chicago, Ill.: American 
Hospital Association, 1961. 110 pp. Price, 
$2.75. 

Hospitat Urmization 1N THE MeTRoPOLITAN 
Area or THE Lower Maintanp. A Study 
of the Referral Patterns in Operation in 
the Province of British Columbia, 1960. 
Vancouver, B. C.: Dr. James M. Mather, 
Faculty of Medicine, University of British 
Columbia, 1960. 

Human Decisions Compiex Systems. 
Warren S. McCulloch, et al. Annals of the 
New York Academy of Sciences, Vol. 89, 
Art. 5. New York, N. Y.: The Academy, 
1961. pp. 715-896. Price, $3.50. 

Human Factors in Jer anp Space TRAVEL. 
A Medical-Psychological Analysis. Edited 
by S. B. Sells: Charles A. Berry; and 
Oliver K. Niess. New York, N. Y.: Ronald 
Press, 1961. 386 pp. Price, $12.00. 

InrorMaTiON, Piease! For Women Only. 


Alfred Dreyfus Il. New York, N. Y.: 
Vantage Press, 1961. 556 pp. Price, $7.50. 

InrRopUCTION TO ParastroLocy (10th ed.). 
Asa C. Chandler and Clark P. Read. New 
York, N. Y.: Wiley, 1961. 822 pp. Price, 
$9.75. 

Kernicterus AND Its ImporTANcEe IN 
BRAL Patsy. A Conference Presented by 
the American Academy for Cerebral Palsy 
—llith Annual Meeting, New Orleans, La. 
Springfield, Ill.: Thomas, 1961. 306 pp. 
Price, $8.75. 

Entromo.ocy. William B. Herms 
and Maurice T. James. New York, N. Y.: 
Macmillan, 1961. 616 pp. Price, $12.50. 

Menta HeattH AND FINANCIAL MANAGE- 
MENT: Some Dilemmas of Program Budget- 
ing. Stanley T. Gabis. East Lansing, Mich.: 
Michigan State University, Bureau of Social 
and Political Research, 1960. 68 pp. 

Micestone IN MicropioLocy. Translated and 
edited by Thomas D. Brock. Englewood 
Cliffs, N. J.: Prentice-Hall, 1961. 275 pp. 
Price, $3.95 (paper bound). 

EXAMINATIONS IN Mept- 
cine. Guide for Examiner and Examinee. 
John P. Hubbard and William V. Clemans. 
Philadelphia, Pa.: Lea and Febiger, 1961. 
186 pp. Price, $3.75. 

NationaAL Liprary oF Mepicine. Index 
Mechanization Project. Bulletin of the Medi- 
cal Library Association, Vol. 49, No. 1, 


Part 2. Washington, D. C.: National Li- 
brary of Medicine, 1961. 96 pp. Price, 
$1.75. 


PLANNING FoR Betrer Hosprrat Care. Eli 
Ginzberg and Peter Rogatz. New York, 
N. Y.: King’s Crown Press, 1961. 131 pp. 
Price, $5.00. 

PROCEEDINGS OF THE PNEUMOCONTIOSIS CoN- 
FERENCE. University of Witwatersrand, 
Johannesburg, February 9-24, 1959. Edited 
by A. J. Orenstein. Boston, Mass.: Little, 
Brown, 1961. 632 pp. Price $22.50. 

Scooot anp Heattu Epucation 
(4th ed.). C. E. Turner; Morley Sellery; 
and Sara Louise Smith. St. Louis, Mo.: 
Mosby, 1961. 481 pp. Price, $5.00. 

SocioLtocy or Crime. Edited by Joseph S. 
Roucek. New York, N. Y.: Philosophical 
Library, 1961. 551 pp. Price, $10.00. 
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Srupies 1n Aputt Group LEARNING IN THE 
LiperaL Arts: 
Strupy-Discussion IN THE LiperaL Arts. 
Abbott Kaplan. 138 pp. 
Srupy oF PARTICIPANTS IN THE GREAT 
Books Procram. James A. Davis. 160 pp. 
Comparative Srupy or Lecture Anp Dis- 


cussion Mertnops. Richard J. Hill. 
153 pp. 

IntropuctorY Guipe. John Walker Powell. 
15 pp. 


White Plains, N. Y.: Fund for Adult Edu- 
cation, 1960. Limited free distribution. 
Stupy or Inertuenza. A _ translation of 

Ucheniye o Grippe by V. M. Zhdanov, et al. 
Public Health Service Publication No. 792. 
Washington, D. C.: Gov. Ptg. Office, 1960. 

939 pp. 

ror Teacners IN Navaso HEALTH. 
Bernice W. Loughlin, et al. Window Rock, 
Ariz.: Navajo Tribal Council, 1960. 275 pp. 
Price, $10.00. 

SYNOPSIS OF 


CONTEMPORARY PsyYCHIATRY 


A SELECTED PUBLIC HEALTH 
WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Needless Deaths —- There is not 
much to be overly proud of in the record 
of 92,000 accidental deaths during 
1960, even though the rate is slightly 
lower than that of the previous year be- 
cause of population growth. The grisly 
list of catastrophic accidents is illumi- 
nated by the all-time high in mass kill- 
ing by airplane. Home accidents, in the 
prevention of which public health is 
hopefully involved, increased by about 
500 deaths over the unhappy record of 
the preceding year. 

Anon. Accident Toll in 1960. Statist. Bull. 
Metrop. Life Insur. Co. 41,12:4 (Dec.), 1960. 
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(2nd ed.). George A. Ulett and D. Wells 
Goodrich. St. Louis, Mo.: Mosby, 1960. 
307 pp. Price, $6.50. 

Teacuinc Lert-Hanpep Margaret 
M. Clark. New York, N. Y.: Philosophical 
Library, 1959. 44 pp. Price, $2.75. 

Textsook or Cuemistry (8th ed.). Stella 
Goostray and J. Rae Schwench. New York, 
N. Y.: Macmillan, 1961. 502 pp. Price, 
$6.95. 

Water Purity. A Study in Legal Control 
of Natural Resources. Earl Finbar Murphy. 
Madison, Wis.: University of Wisconsin 
Press, 1961. 212 pp. Price, $4.75. 

Work or WHO 1960. Annual Report of the 
Director-General to the World Assembly and 
to the United Nations. New York, N. Y.: 
Columbia University Press, International 


Documents Service, 1960. 224 pp. Price, 
$10.00. 
You Can Learn to Rerax. Samuel W. 


Gutwirth. Hollywood, Calif.: Wilshire Book 
Company, 1961. 114 pp. Price, $1.00. 


BIBLIOGRAPHY 


Dent in Dental Caries—An insured 
“Comprehensive Dental Health Care 
Plan” has worked out well—it is here 
reported—for a Pennsylvania manufac- 
turer’s employees and their families. The 
dental profession also seems to like the 
plan. For the particular group the 
annual bill is a little less than $100 per 
family. The details will be of interest 
to all concerned with prepaid medical 
care. 

Anon. Dental Care Coverage Administered 


by an Insurance Company: A Symposium. 
J. Am. Dent. A. 62,2:194 (Feb.), 1961. 
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Do-It-Yourself Public Health—In 
a suburban-rural county of Maryland 
some lay health associations built, own, 
maintain, and manage ten community 
health centers. A county-wide health 
council represents and influences the 
several community or neighborhood as- 
sociations. Volunteer workers and county 
health department personnel staff the 
service centers. It is difficult, the authors 
conclude, to explain the successful out- 
come of this venture, in view of the 
limited attempts that have been made 
elsewhere to carry out the same sort of 
thing. 

Bearp, J. H., and Wontcemutn, M. C. 
Maryland Citizens in Action for Community 
Health. Pub. Health Rep. 76,1:67 (Jan.), 
1961. 


Dietary Fats—A committee of the 
American Heart Association “lays it on 
the line.” With judicious qualifications 
the committee asserts that 
dietary fats raise blood cholesterol levels 
and that cholesterol levels are related to 
atherosclerosis and its sequels. Milk and 
meat fats together with coconut and 
chocolate fats (the saturated fats) are 
the chief offending fats. Corn, cotton, 
and soya oils, and fish oils (the poly- 
unsaturated fats) are the chief good-for- 
you fats. Reduced fat consumption with 
reasonable substitution of good for bad 
fats is the committee’s recommendation 
for a good diet. It might be well, the 
committee says, if the manufacturers of 
margarine, cooking fats, and oils would 
label the approximate fat composition of 
their products. 

Committee Report. Dietary Fat and Its 


Relation to Heart Attacks and _ Strokes. 
J.A.M.A, 175,5:389 (Feb. 4), 1961. 


excessive 


Good News — Quoting from the 
boxed introduction to a laboratory paper 
on pulmonary cytology: “The cytologic 
examination of sputum and bronchial 
secretions has become a reliable method 
for detecting lung cancer. . . . A new 
method has been developed whereby a 


single concentrated sample has yielded 
an accuracy equivalent to four samples 
smeared by earlier methods.” More than 
our laboratory members will be in- 
terested. 

Farser, S. M. Clinical Appraisal of Pulmo- 
nary Cytology. J.A.M.A. 175,5:345 (Feb. 4), 
1961. 


Healthier Teeth—This quotation is 
lifted from one of three papers addressed 
to nurses but of equal moment to all par- 
ticipants in health services. “In the past 
(the public health nurse’s) role in the 
topical application, and the public water 
supply fluoridation programs was an im- 
portant (one). But now with the wide- 
spread use of prescription fluorides and 
the possible use of dentifrices containing 
stannous fluoride, her role becomes not 
only increasingly more important but 
also more difficult.” These sentences 
suggest the import and tenor of the three 
discussions. 

Grissom, D. K. Fluoridation in Preven- 


tive Dentistry (and two related papers). 
Nursing Outlook 9,2:84 (Feb.), 1961. 


Six Hundrd Antimicrobials—Al- 
though it is primarily medical, this is 
the sort of review paper—covering 
briefly the bacterial, fungal, and viral 
infections—that nonmedical health work- 
ers may very well clip and keep as a 
handy reference against the time when 
discussions or programs may involve 
them in the mechanics of communicable 
disease control. Incidentally, communi- 
cable disease control remains a prime 
concern of public health despite all the 
victories of miracle drugs and miracle 
workers, as this paper so clearly reveals. 

Haut, J. W. Drug Therapy in Infectious 
Diseases. Am. J. Nursing 61,2:56 (Feb.), 
1961. 


Malformation Causes — A British 
pediatrician reviews for an MCH audi- 
ence “some of the most significant es- 
tablished facts about the ways in which 
(congenital) malformations of various 
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organs are known to be produced.” One 
reason this paper may be of interest to 
American maternal and child health 
people is that it comments on many 
studies made abroad that have not had 
wide notice in our own publications. 


Hay, J. D. Congenital Malformations. 
M. Officer 105,4:43 (Jan. 27), 1961. 


Improved Lab Tool—Three papers 
on the uses, limitations, and technical 
applications of the fluorescent method 
for the laboratory diagnosis of various 
infective agents will be of interest to all 
having anything to do with public health 
laboratory services. Difficulties that used 
to limit the practicality of the test have 
now been largely overcome so the tech- 
nics are now within the reach of most 
diagnostic laboratories. one author says. 

Kenprick, P. L., et al. Fluorescent Lab- 
oratory Techniques (and two related papers). 
A.M.A. Am. J. Dis. Child. 101,2:149 (Feb.), 
1961. 


Nonpolio “Poliomyelitis” — Viro- 
logic studies were made on 358 cases of 
clinically diagnosed paralytic poliomye- 
litis. Those cases with severe paralysis 
were poliovirus-positive, but only a fifth 
of those with minimal paralysis were 
also positive to the virus. A wide variety 
of nonpolioviruses were implicated in 
the other 41 cases of meningomyelitic 
illnesses clinically resembling mild para- 
lytic poliomyelitis. Let’s hope this situa- 
tion will not some day complicate our ex- 
periences with mass immunization via 
live-virus prophylaxis. 

Macorrin, R. L., et al. An Etiologic Study 


of Clinical Paralytic Poliomyelitis. J.A.M.A. 
175,4:269 (June 28), 1961. 


Coxsackie Culprit? — An unusual 
illness among children characterized by 
vesicular lesions in the mouth and on 
hands and feet occurred throughout Cali- 
fornia and perhaps in nearby states. A 
Coxsackie virus was isolated in cases on 
which viral studies were made by the 
laboratories of the California State De- 


APRIL, 1961 


partment of Public Health (an earlier 
outbreak had been announced from 
Canada). This is a notable example of 
the sudden emergence of a viral illness 
which returns to obscurity only to crop 
out again in a distant place. 

Macorrin, R. L., et al. Vesicular Stomatitis 
and Exanthem. J.A.M.A. 175,6:441 (Feb. 11), 
1961. 


Age and Cholesterol — Blood cho- 
lesterol levels are often included in the 
examination of people in their fifth or 
later decades of life. The study reported 
here suggests that the findings might be 
more meaningful if these were made 
before age 40. 

Orvis, H. H., et al. Serum Cholesterol in 
Normal Males vs. Males with Coronary Heart 
Disease: Differences with Respect to Age. 


Am. J. M. Se. 241,2:167 (Feb.), 1961. 


Infants vs. Virus Vaccines — In- 
fants under ten weeks old were not 
readily infected with live attenuated 
polioviruses. Older infants seemed better 
able to form antibodies and were fully 
responsive by three months. Antibodies 
have persisted (to date) for as long as 
three and a half years. 

Pacano, J. S., et al. Variations in the 
Responses of Infants to Living Attenuated 
Polio Vaccines. New England J. Med. 264,4: 
155 (Jan. 26), 1961. 


Since 1492—Here are three excel- 
lent papers eminently suited for your 
clipping file: (1) a history of micro- 
scopy up to and including the interfer- 
ence microscope; (2) development and 
usage of the electron microscope; and 
(3) ultraviolet light microscopy. With 
the first you probably have a nodding 
acquaintance, the second you may know 
about but perhaps haven’t used, the 
third you may just have heard about. 
Sitice most of the important develop- 
ments in the third area have taken place 
since 1950, it is not strange that only re- 
search microscopists are experienced. 
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The papers are commended to all: not 
solely our laboratory brethren. 

Ricuarps, O. W. Pioneer, Phase, and In- 
terference Microscopes (and related 


papers). New York J. Med. 61,3:430 (Feb. 1), 


pal to work together to improve school 
health. A working plan has been adopted 
and strong leadership has been enlisted. 
All this has the potentiality for bringing 
together the diverse efforts of the often 


1961. 
unrelated and conflicting enterprises 
that presently exist. 

Watiace, H. M., et al. The Development 
of a School Health Council. J. School Health 


31,2:43 (Feb.), 1961. 


As a Team In Minnesota two 
dozen official, voluntary, and _profes- 
sional associations have agreed in princi- 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 


for your convenence. 


A.M.A, Am. J. Dis. Child. (A.M.A. American Journal of Diseases of Children), 
American Medical Association, Chicago, III. 

Am. J. M. Se. (American Journal of Medical Sciences), Lea and Febiger, 600 
Washington Sq., Philadelphia, Pa. 

Am. J. Nursing (American Journal of Nursing), 10 Columbus Circle, New 
York, N. Y. 

J. Am. Dent. A. (Journal of the American Dental Association), 222 North 
Superior St., Chicago, Ill. 

J.A.M.A. (Journal of the American Medical Association), 535 North Dearborn 
St., Chicago, Ill. 

J. School Health (The Journal of School Health), American School Health 
Association, 515 East Main St., Kent, Ohio. 

M. Officer (Medical Officer), Chronicle House, 72-78 Fleet *t., London, E.C.4, 
England. 

New England J. Med. (New England Journal of Medicine), Massachusetts 
Medical Society, 8 The Fenway, Boston 15, Mass. 

New York J. Med. (New York State Journal of Medicine), 750 Third Ave., 
New York, N. Y. 

Nursing Outlook, American Journal of Nursing Company, 10 Columbus Circle, 
New York, N. Y. 

Pub. Health Rep. (Public Health Reports), Gov. Ptg. Office, Washington 25, 
C. 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin of the Metropolitan 
Life Insurance Company), One Madison Ave., New York 10, N. Y. 
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CREDIT LINES 


The Journal cannot furnish copies of items mentioned in Credit Lines. 


requests to the addresses given. 


Volumes | as Public Services 


The first issue of “Currents of Public 
Health,” published by Ross Laborato- 
ries, appeared in February. It is de- 
signed for professional persons, and pur- 
poses “to present measures that have 
been applied to solve various problems 
in the field . . . and to discuss current 
developments.” Number 1 in the series, 
“Polio Immunization in America,” de- 
scribes selected approaches that have 
been taken to promote Salk vaccination 
including the 1956 California survey 
on attitudes about polio and its pre- 
vention, and the Boulder, Colo., immu- 
nization campaign of 1959. (The latter, 
incidentally, made use of six effective 
cartoons. These are reproduced in the 
Rocky Mountain Medical Journal, 
March, 1960. Modern Aesop-type fables 
accompany the drawings with such titles 
as “The Unfaithful Dog,” “The Lazy 
Bear,” ete.) This new periodical may 
prove to be a good source of workable 
ideas that have not yet come to one’s 
attention. Write Ross Laboratories, 
Columbus 16, Ohio, to be placed on 


mailing list. 


“Hingham (Mass.) Health Bulletin” 
came off the press for the first time 
during the winter. In concept it ap- 
pears to be more a health education tool 
for the community than a medium for 
reporting on health department activity. 
Mailed to every home, it will identify 
with the community by educating in 
terms of the residents’ health needs. 
The first four-page issue, for example, 
takes its cue from the fact that most 
Hingham homes use a septic tank or 
cesspool. Under the covering title “Save 
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Please send 


Time, Money and Aspirin—Know How 
Your S-D-S Works,” Hingham Health 
Bulletin’s feature article then informs 
the householder how the proper loca- 
tion, construction, alteration, and main- 
tenance of these types of sewage dis- 
posal systems can prevent their being 
a public health nuisance. A brief para- 
graph toward the end of page four, 
however, points out how residents may 
get information about the public sewer, 
“the best system for permanent carefree 
service.” Sample copies of the bulletin 
are presumably available. Thomas J. 
Kearns is executive health officer, Hing- 
ham Board of Health. 


Makers or Breakers of Fluoridation 


The concern expressed in professional 
circles over defeats of fluoridation at 
the November polls (see A.J.P.H., Janu- 
ary, 1961, p. 149), the thinking ex- 
pressed by the Commission on the Sur- 
vey of Dentistry in the United States,* 
and a recent national television debate 
are indicators, if one needs them, that 
the public has not ceased to look upon 
fluoridation as a controversial issue. 

The ultimate reasons that impel the 
public to regard fluoridation either as 
a menace or a boon have been difficult 
for the field worker to pinpoint. But 
he may now be in a better position to 
understand the problem because of an 


*See A.J.P.H., March, 1961, p. 498. This 
column has since learned that copies of the 
Commission’s Summary Report, published by 
the American Council on Education, cost 
$1. This is the preliminary report of a two 
and a half year study performed at the 
request of the American Dental Association 
by an impartial commission. The complete 
report “Survey of Dentistry” will be published 


soon. 
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analysis of some 35 pieces of research 
that have been done since 1957, in 
this country and abroad. 

These, many of them unpublished, 
are described in the mimeographed, 27- 
page, “An Analytic Summary of Fluori- 
dation Research: with an Annotated 
Bibliography.” Authors William A. Gam- 
son and Carolyn G. Lindberg of the 
Harvard School of Public Health draw 
on reports of these researches to sum- 
marize the current status of our knowl- 
edge of what makes the fluoridation 
issue an abiding social dilemma. 

The two major sections of the analy- 
sis are on Psychological Approaches: 
Why People Vote For or Against Fluori- 
dation, and Sociological Approaches: 
Why Fluoridation Is Passed or Defeated. 
The authors concede that it is difficult to 
compare many of the descriptive ac- 
counts of fluoridation controversies be- 
cause “they employ no standard set of 
observational dimensions.” But having 
said this they proceed to bring order 
out of confusion to a degree probably 
not achieved by scholars on this sub- 
ject to date. 

The analysis could be helpful in 
future planning in fluoridation cam- 
paigns. We find, for example, that 
“what originally seemed like a clear-cut 
relation (social characteristics of those 
pro and con) has on further study 
frequently appeared to be more com- 
plicated.” It appears also that probably 
too high a value has frequently been 
placed on the label that the antifluori- 
dation attitude is “antiscientific.” The 
tendency to oversimplify and misinter- 
pret the forces motivating persons in 
the opposing camp is, of course, a tacti- 
cal error. 

For a copy of this analytic summary 
write Benjamin D. Paul, Ph.D., Direc- 
tor, Social Science Program, Harvard 
School of Public Health, 55 Shattuck 
Street, Boston 15, Mass. This program 
produced many of the studies analyzed. 
Readers with specialized interests who 
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want to discover what other studies 
at Harvard have turned up may also 
request a copy of “Community Aspects 
of Fluoridation: A Summary of Work- 
ing Research Documents.” This is in 
limited supply. 

Epitor’s Note: The glow of success 
when fluoridation has been achieved is 
not necessarily long-lived. The March, 
1960, Journal (p. 440) told of Hart- 
ford’s success in fluoridating after a 
nine-year campaign. This was heralded 
again recently in a special, 23-page 
issue of the Hartford Health Bulletin 
entitled “Historical Aspects of Fluorida- 
tion in our Commuaity. (Single cop- 
ies upon request to Hartford, Conn.., 
Health Department, 56 Coventry St.) 
Basically a logbook, the first entry is 
for January 18, 1951, date of the city’s 
first public meeting on the subject; 
last entry, January 21, 1960: “Fluori- 
dation begins in metropolitan area.” 
In January, 1961, however, the hopper 
of the Connecticut Legislative Assembly 
contained five bills that, if passed, would 
quite undo the job done over long 
years by proponents of fluoridation in 
this community. On the lighter side 
of this news was the appearance of 
two silent witnesses at the public hear- 
ings on these bills. Two healthy white 
rats, heavy drinkers of fluoridated water 
since birth, were introduced by State 
Health Commissioner Franklin M. Foote, 
M.D., as evidence that sodium fluoride 
is not rat poison. 


Periodical on Engineering the Air 


Although it is now into its third 
volume, “Air Engineering,” a monthly. 
may not yet have come to the reader’s 
attention. As the title implies it treats 
with air moving, conditioning, and pol- 
lution control. The November, 1960, 
issue, for instance, has feature articles 
on ultraviolet light sanitation systems, 
ventilation for pressure filters, and the 
“white room” design for Project Mer- 


VOL. 51, NO. 4, A.J.P.H. 


cury. Back pages include departments 
on the literature, news of the industry, 
and a question and answer section. Busi- 
ness News Publishing Company, 450 
West Fort St., Detroit 26, Mich.; $3 


a year. 


Source Book With a Dividend 


“A Guide Book Describing Pam- 
phlets, Posters, Films on Health and 
Disease” annotates a selection of ma- 
terial that is available, technically ac- 
curate, consistent with expert opinion, 
and “free or” inexpensive. Publisher 
Maryland State Department of Health 
presents in dictionary form some 1,440 
printed items and hundreds of films 
and filmstrips on topics ranging from 
accidents to x-rays. In addition MSDH 
lists 150 or more sources of health in- 
formation materials in the back of the 
book. It would be useful to anyone— 
layman, student, practitioner, or allied 
worker—who wants to know what can 
be had on chosen health subjects and 
how it can be got. Write MSHD, 301 
West Preston St., Baltimore 1, Md. It 
costs $1 and runs for 175 pages. One 
will be investing in a “growth publica- 
tion”; it appears that dividends in the 
form of supplements will be issued with- 
out extra charge. 


Speaking of teaching aids that cost 
nothing except the price of the source 
book, Educators Progress Service of 
Randolph, Wis., added a newcomer to 
its publications list in 1960, “Educators 
Guide to Free Science Materials” (first 
annual edition, $6.25). During the year 
guides to free films (20th annual edition, 
$9), filmstrips (12th, $6), and cur- 
riculum materials (17th, $7.50) were 
also issued. The first to be received in 
1961 is the seventh annual edition of 
“Educators Guide to Free Tapes, Scripts 
and Transcriptions” which costs $5.75. 
All contain references to health educa- 
tion aids, 
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Golden Rule Can Prevent Accidents 


“Thou Shalt Not Kill,” a recent publi- 
cation of the Association of State and 
Provincial Safety Coordinators, outlines 
a moral responsibility program for traffic 
accident prevention that can be acti- 
vated with religious and fraternal or- 
ganizations, schools, business, and other 
groups. (This is the first of four items 
to appear in conjunction with the 
ASPSC’s 1961 campaign. Later quarter- 
lies will be devoted to child safety, 
summer driving, and the woman’s role.) 
It tells how to organize the program and 
what religion’s role is, spells out ten 
commandments of good driving, gives 
public relations counsel, and illustrates 
official program materials. One dollar, 
from ASPSC, 1710 H St., N.W., Wash- 
ington 6, 


Tenth Report on Field Conference 
The report of the 1960 Field Teach- 


ing Conference sponsored by the Public 
Health Nursing Section of the Southern 
Branch, APHA, for representatives of 
schools and agencies offering public 
health nursing experience to students 
is now available from Southern Branch, 
APHA, 1912 Eighth Ave. S., Birming- 
ham, Ala.; $2. Marion Pool, College 
of Nursing, University of Kentucky, was 
chairman of the conference, which was 
focused on evaluation. 


Documents Used in Aging Conference 


The nation-wide publicitv given the 
deliberations of the White siese Con- 
ference on Aging in January precludes 
the need for a general news report of 
it in these columns. Meanwhile, pend- 
ing issue of a proceedings and any 
implementation of conference recom- 
mendations that are reportable, a listing 
here of some of the background docu- 
ments used by conferees may be found 
useful. 
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“Older Persons. Selected Health Character- 
istics. United States, July 1957-June 1959.” 
Series C-No. 4 in Health Statistics from the 
U. S. National Health Survey. Public Health 
Service Publication No. 584(C4. (76 pages, 
Government Printing Office; 45 cents.) 

“Recommendations of Workshop on Hos- 
pital-Nursing Home Relationships” conducted 
in February, 1960, under the joint sponsor- 
ship of the American Hospital, Medical and 
Nursing Home Associations, Blue Cross Com- 
mission, and Public Health Service. (This 
seven-page summary of the workshop is avail- 
able free through the AMA. A “Proceedings” 
of it is available from AHA, 840 North Lake 
Shore Drive, Chicago 11, IIL: $1.) 

“Aging Americans: Their Views and Living 
Conditions.” A report by the Subcommittee 
on Problems of the Aged and Aging of the 
Senate Committee on Labor and Public Wel- 
fare. (52 pages, Government Printing Office.) 


“Programs for Older People.” Report to 
the President, 1960. (71 pages, Federal Coun- 
cil on Aging.) 

“Handbook of National Organizations with 
Plans, Programs and Services in the Field 
of Aging.” (117 pages, WHCA.) 

“Verbatim State Recommendations Related 
to Health and Medical Care.” (93 pages, 
WHCA.) 

“Background Paper on Health and Medical 
Care.” (116 pages, WHCA, working docu- 
ment used by conferees in the section on this 
topic.) 


It is possible that the WHCA, which 
was officed in the Department of Health, 
Education, and Welfare, also has a 
limited supply of some of the listed 
documents that were not published 


under WHCA auspices. 


The Family of the Handicapped Child 


“Handicapped children belong to emotionally healthy and mature parents and 


to neurotic and insecure parents. 


In other words, the typical parent of a handi- 


capped child is, like most of us, a person who can take just so much and no more. 
There are many ways in which parents of handicapped children say “This is too 
much.” Social workers and nurses have heard them all again and again. Let us 
hope that the ears of doctors, nurses, and social workers will be tuned to hear the 
true meaning of what is being said, and that their professional services will be broad 
enough and flexible enough fo meet the needs. For if the families of handicapped 
children can be salvaged the children can probably be salvaged too.” 


E. S. Reid. Children (Jan.-Feb.), 1958. 


Helping Parents of Handicapped Children. 
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NEWS FROM THE FIELD 


WHO News 


Fourteenth World Health Assembly, | 


First reports on the three-week meet- 
ing, held this year in New Delhi, indi- 
cate that all of WHO's associates and 
full members were represented. (For the 
record, Somalia, Cyprus, and Madagas- 
car were the last to have been admitted 
as full members prior to the 14th 
WHA.) The recommended admission of 
Mauritania to full membership became 
a controversial issue with delegates from 
Iraq and Morocco holding that it was 
a phantom state or had no legal status. 
The trust territories of Tanganyika and 
Ruanda-Urundi were recommended for 
associate membership, the latter over 
the protest of the Soviet Union that 
it was administered by a puppet gov- 
ernment. The admission of all three 
was approved. WHO now has 105 full 
and four associate members. 

Sir Arcot L. Mudaliar, vice-chancellor 
of Madras University, and former chair- 
man of the WHO Executive Board, was 
elected president of the assembly. Sir 
Arcot told delegates that since the as- 
sembly had decided in 1955 on a world 
campaign to eradicate malaria, there 
had been a significant decline in the 
incidence of this disease in many coun- 
tries. “It gives hope,” he said, “that 
the word eradication may be writ large 
as a significant sign for the manner of 
tackling other communicable diseases 
such as smallpox, cholera and water- 
borne and insect-borne diseases.” 

Prime Minister Nehru spoke on the 
achievements of the World Health Or- 
ganization. Its success, he feels, stems 
from its ability to avoid the contro- 
versies and conflicts that afflict some 
other international organizations, but it 
does this without compromising objec- 
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tives because of possible conflict. “For 
the first time in history,” the prime 
minister said, “the world as a whole 
possesses the means to solve such pri- 
mary problems of the welfare of popula- 
tions as food, clothing, housing, health 
and education.” Mr. Nehru pointed out 
that some 40 years ago in India the 
expectation of life at birth was 24 
years. In 1947 it had advanced to 32 
years and in the last 13 years the life 
expectancy had reached 42, and was 
still improving. D. P. Karmarker, min- 
ister of health of India, said that India’s 
health progress was exemplified by a 
religious festival that recently brought 
together four million people at Alla- 
habad without a single case of cholera 
occurring. 

The outgoing president, Dr. H. B. 
Turbott, director-general of health of 
New Zealand, told the assembly that 
WHO stood for equality for all in 
matters of health. Much world dis 
ease. he said, arises from malnutrition, 
intestinal diseases due to faulty sanita- 
tion, and general ignorance of simple 
rules of health. 

The Executive Board reported its en- 
dorsement of plans to improve environ- 
mental sanitation in 1962, in particular 
to assist in providing the maximum pos- 
sible number of communities with safe 
and adequate water supplies. It also 
called on WHO “to play an essential 
part” in the fields of radiation health, 
radiation medicine, and human genetics, 
and to increase its present help to coun- 
tries in initiating or strengthening na- 
tional services relating to the use of 
radioactive materials in health work. 

A message from Secretary-General 
Dag Hammarskjold stressed the signifi- 
cance of WHO's contribution to the de- 
velopment of the United Nations system 
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and international cooperation generally. 
He cited the UN civilian operations in 
the Congo where, he said, the United 
Nations and its specialized agencies had 
collaborated for the first time as a single 
team under the mandate of the Security 
Council. 

WHO's Director-General M. G. Can- 
dau, in reviewing the work of the or- 
ganization in 1960, reported that a 
highly successful attack on malaria- 
carrying mosquitoes had had an unex- 
pected side effect in reducing the serious- 
ness in East Africa of epidemics of 
virus 
known as O’nyong-nyong. First reported 


a mosquito-transmitted disease 
in Uganda in 1959, the disease has since 
affected some 750,000 East Africans. Of 
research, Dr. Candau said that “the 
success of most of our major campaigns 
to reduce ill health depends to a great 
extent on internationally concerted ef- 
forts” to understand etiology and to lay 
adequate foundations for positive health. 
“These medical and scientific advances,” 
the director-general concluded, “are 
probably the most important in the 
world today when we think of the 
future of man on earth.” 


Reporter's Choice 


Although “the general situation of the 
health services in the Congo before the 
crisis occurred was satisfactory .. . 
disintegration of the health services be- 
gan to be noticed towards the end of 
1959. The first symptom was antago- 
nism . . . towards the activities of 
European Sanitarians: people began to 
refuse vaccination . . .” So writes Dr. S. 
Btesh, WHO's adviser on medical care 
to the Ministry of Health of the Congo, 
in the WHO Chronicle for February, 
1961. His interesting article places the 
posterisis health effort into the larger 
perspective of the Congo’s plan for 
health services instituted in 1945. It 
could also whet the appetite for the 
longer story that may one day be written 
when the fortunes of health services in 
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Africa’s present upheavals can be seen 
in retrospect. 


The prevalence of bilharziasis is on 
the increase in many countries, particu- 
larly in Africa, with the development of 
irrigation systems that do not conform 
to public health standards. Evaluation 
methods, diagnostic technics, snail con- 
trol, and other topics are treated with 
in the “Report of the Second African 
Conference on Bilharziasis.” This has 
recently appeared as WHO Technical 
Report Series, 1960, No. 204, 37 pages: 
30 cents. Write Columbia University 
Press, 2960 Broadway, New York 27, 
N. Y. (Other recent issues in the 1960 
series are: No. 196, “Medical Super- 
vision in Radiation Work: Second Re- 
port of the Expert Committee on Radia- 
tion”; and No. 200, “Requirements for 
Biological Substances: Report of a Study 
Group.” Both are 31 pages and pub- 
lished in French and Spanish, as is No. 
204; 30 cents. Also available now is 
the annual “The Work of WHO, 1960,” 
a 224-page document listed for $2). 


WHO and UNICEF helped the Philip- 
pines start a program for the improve- 
ment of midwifery services in 1953. 
Regional centers train nurse-midwife 
supervisors who in turn teach and over- 
see the work of hilots (traditional name 
for birth attendants). With the current 
help of Lotta Goggins, regional nursing 
consultant of the Children’s Bureau, 
plans are now under way to set up 
advanced education programs to pre- 
pare hilots themselves for teaching and 
supervisory positions. 


A special of World Health 
(January-February, 1961) reviews the 
health problems of the seven countries 
in Southeast Asia Region. 
Typhus is taken as an illustration of 
progress: only 10 cases were reported 
in 1959 with no deaths from the dis- 
Diagnosed leprosy cases number 


issue 


ease. 


VOL. 51, NO. 4, A.J.P.H. 


around 380,000 but “careful estimates 
put the actual number at more than 
2,000,000.” A revelation: “India alone 
has half a million villages. Merely to 
put one simple sanitary well with a 
small hand pump into each of these vil- 
lages would cost $70 million. This is 
three and a half times what WHO will 
spend on its work throughout the world 
during 1961.” Population and mortality 
figures, life expectancy, health facilities, 
and important diseases are given for 
each of the seven countries. 


The Department of Economic and 
Social Affairs of the United Nations has 
published “Study on Traffic in Persons 
and Prostitution.” This is obtainable 
upon request through the American 
Social Health Association. In distribu- 
ting the report, ASHA speaks of it as 
a comprehensive discussion of prostitu- 
tion and an “effective answer to the 
standard arguments of those who be- 
lieve it should be tolerated in one form 
or another.” Suggests a program for 
preventing the practice, for repressing 
traffic, and for rehabilitating prostitutes. 
ASHA is at 1790 Broadway, New York 
19, N. Y. 


Public Health Service: Polio, et al. 


Luther L. Terry, M.D., newly desig- 
nated Surgeon General of the Public 
Health Service, has endorsed the recom- 
mendations made in January by the 
Advisory Committee on Poliomyelitis 
Control for a stepped-up program to 
prevent polio epidemics in 1961. In 
transmitting copies of the recommenda- 
tions to state and territorial health offi- 
cers, Dr. Terry called particular atten- 
tion to the committee’s findings that the 
recommended dosage schedules may be 
modified to permit the administration 
of three shots of Salk vaccine before 
summer to persons who have not as 
yet had any vaccine. 

In line with the committee’s sug- 
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gested program, the PHS has offered to 
help identify neighborhood groups need- 
ing protection against polio, and to 
bring these nonimmune groups to the 
attention of appropriate medical agen- 
cies. Also the Communicable Disease 
Center is to encourage behavioral stud- 
ies that will identify the reasons that 
people refuse immunization and discover 
methods for overcoming their objections. 


The Division of Radiological Health, 
Public Health Service, has developed a 
system for a state-wide survey to deter- 
mine whether dental x-ray units have 
defects which might give unnecessarily 
heavy exposure. 

The state dental associations in In- 
diana, Missouri, North Dakota, and 
Utah, with a combined total of 2,963 
dental x-ray units, are cooperating in 
a test of the new procedure. Other 
states are expected to participate when 
the resources of federal and state health 
agencies permit. 

A sensitive sheet of x-ray film is 
mailed to each dentist in the survey 
area. He exposes it to the beam from 
his x-ray unit and then returns it to 
the state health department. This is 
forwarded to the PHS’s Radiological 
Health Laboratory in Maryland which 
determines whether the corresponding 
unit’s beam size, shape and filtration, 
and beam leakage at the cone of the 
tube meet recommended standards. Sur- 
vey results are then sent to the state 
health department for transmission to 
the dentist. 


Five officials from the Canadian De- 
partment of Health and Welfare led by 
its chief of Emergency Health Services, 
Dr. Arthur C. Hardman, met in Febru- 
ary with their counterparts in the De- 
partment of Health, Education, and 
Welfare and the Office of Civil and 
Defense Mobilization. At the confer- 
ence, arranged through the Office of 
the Surgeon General, they exchanged 
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information on the concept and organi- 
zation of civil defense health programs. 

The visitors were briefed on the Pub- 
lic Health Service’s responsibilities and 
programs, and the emergency programs 
of the Food and Drug Administration 
and other federal agencies. The Cana- 
dian program emphasizes the relation- 
ship between the CDHW and the Cana- 
dian Army. 


Doctors Form Union 


Three years of planning by the phy- 
sicians and dentists of the New York 
City Department of Health have resulted 
in the formation of what is said to be 
the first collective bargaining unit of 
doctors in the country. It is certified 
by the city’s labor department. The 
health department recognizes the union 
as the organization which officially rep- 
resents this employee group. 

Called the Doctors Association of the 
Department of Health, it will work 
toward salary increases and other em- 
ployment security benefits. Beneficiaries 
will be the some 1,000 doctors who, 
DADH states, have worked on a pro- 
visional basis with the health depart- 
ment since the 30's. According to 
Robert M. Robbins, M.D., president, 
school physicians and dentists, for ex- 
ample, are being paid far less than 
they can earn in private practice. The 
association begins its history with 700 
members. It is reported to be com- 
pletely independent of any organized 
labor group. 


Academy of Occupational Medicine 


At the annual meeting of the Ameri- 
can Academy of Occupational Medicine 
held in Detroit, Mich., February 8-10, 
1961, the following officers were elected: 
President—John L. Norris, M.D., Rochester, 

Vice-President—Leo Wade, M.D., New York, 
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Secretary—Paul J. Whitaker, _M.D., Mil- 
waukee, Wis. 

Treasurer—Jack H. Wolfsie, M.D., Linden, 
N. J. 


The Academy's Award of Honor was 
presented to Arthur J. Vorwald, M.D.. 
Wayne University Medical School, De- 
troit, Mich. 


More Teeth in Accident Prevention 


Since June 1, 1960, new applicants 
for drivers licenses in Pennsylvania must 
be free from disabling neurologic, car- 
diovascular, neuropsychiatric, or con- 
vulsive disorders, alcoholism, narcotics 
addiction, and uncontrolled diabetes 
and epilepsy. Of 78,000 examined in 
the first six months of the program. 67 
were rejected, 45 of them men. Neu- 
rologic and neuropsychiatric disorders 
were the main cause for disqualification. 
The state plans over the next ten years 
to have all its 5,500,000 drivers ex- 
amined for medical eligibility for licens- 
ing. The Pennsylvania Department of 
Health has prepared an examination 
form for the guidance of private phy- 
sicians. (See A.J.P.H., September, 1960, 
p. 1467.) 


More on Alaskan Health Services 


The Division of Public Health, 
Alaska Department of Health and Wel- 
fare, now numbers some 230 staff mem- 
bers. Alaska has placed 31 health cen- 
ters throughout the state. In larger 
population centers these have a perma- 
nent staff and are supported in part by 
the community. Departmental personnel 
serve more outlying communities on an 
itinerant basis. Public health services 
are financed principally by state funds. 
As boroughs are formed, in accordance 
with the new state constitution. they 
are expected to assume public health 
responsibilities. Alaskan funds available 
for health care were supplemented by 
grants from the Public Health Service 
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of over $2 million in fiseal 1959-1960. 

Samples of the state’s health problems 
are noted in Volume 18, No. 1 (Febru- 
ary, 1961) of Alaska’s Health and Wel- 
fare; 204 cases of infectious hepatitis 
occurred in the last half of 1960, with 
66 of the cases reported in December; 
37 cases of rabies, 29 from Arctic 
foxes. were confirmed by the state lab- 
oratory and the Communicable Disease 
Center, Atlanta, during 1960. 

The first 17 volumes of the publica- 
tion cited were known as Alaska’s 
Health. The change in title signifies 
the change in the state’s organization 
for health services. (See A.J.P.H., De- 
cember, 1959, p. 1620.) Before  state- 
hood, health and welfare departments 
were separate. Now in units to them- 
selves, they are joined by Mental Health, 
which was a section of the former health 
department, and by Youth and Adult 
Authority to make up the four Divisions 
of ADHW. Acting director, Division 
of Public Health, is E. O. Wicks, M.D. 
A full description of the state’s program 
appears in Public Health Reports, Oc- 
tober. 1960, pages 878-912. 


Continuing Education for a Faculty 


Twelve faculty members of the De- 
partments of Public Health Practice and 
Maternal and Child Health at the Har- 
vard School of Public Health put on a 
week-end institute for themselves in 
February on “Group Process and Semi- 
nar Teaching.” By report it was “suc- 
cessful and perhaps unique.” Specialists 
in group dynamics and education, Ken- 
neth Benne, director, Human Relations 
Center, Boston University, and Don 
Orton, president, Lesley College, Cam- 
bridge, served as consultants. 

In two general sessions the consult- 
ants presented didactic material on 
learning theory which was then dis- 
cussed in small groups. Discussants 
were encouraged to take note of their 
own behavior whenever this could throw 
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further light on the understanding or 
application of didactic content. The 
ways of working with the student from 
another culture, the lecture method vs. 
the seminar, and the means of building 
evaluation into course structures were 
some of the technical subjects explored. 
A follow-up meeting will enable the 
faculty members to share their experi- 
ences in putting some of the new tech- 
nies they learned into effect. 


Educate on Hazards of Alcoholism 


The Narcotic and Alcoholism Advisory 
Committee of the Montana State Board 
of Health has found, as similar bodies 
in other states have, that in terms of 
public welfare and court costs, and costs 
of absenteeism and unemployment, al- 
coholism is expensive—in Montana to 
the tune of an equivalent of some $36 
million a year. 

This advisory committee has made 
11 recommendations for a realistic at- 
tack on the problem. These encompass 
more active cooperation between the 
Board of Health and the State Hospital, 
and more consultation made available 
to communities and “to local general 
hospitals . . . so they will accept alco- 
holics for care and provide the neces- 
sary facilities.” 

Among its other advices the com- 
mittee emphasized the importance of 
working through the educational insti- 
tutions in the state: “provide education 
on the several phases of alcoholism for 
professional groups who receive their 
college education within the state; for 
the Montana teacher training institu- 
tions and elementary and _ secondary 
schools, alcoholism education should be 
included as part of the total educational 
program ... at all levels of training .. . 
(and) more objective scientific infor- 
mation on alcoholism should be pro- 
vided to school faculties. Alcoholism 
should be presented as a disease with 
multicausal factors.” 
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PERSONALS 


GeneraAL Tueopore C. Jr., MC, 
USAF (M.P.H.).+ formerly chief surgeon, 
Strategic Air Command, is now commander, 
USAF Aerospace Medical Center (ATC), 
Brooks Air Force Base, Tex. 

Acnes W. Brewster,* formerly medical econo- 
mist, Division of Research and Statistics, 
Social Security Administration, is now medi- 
cal economist, Division of Public Health 
Methods, Office of the Surgeon General, 
Public Health Service, Washington, D. C. 

N. Jack Burris, formerly District IV sani- 
tary engineer, is now chief, Water Supply 
Section, Division of Sanitation, Kansas State 
Board of Health. 

Frank A. Burrico,* formerly chief, Engi- 
neering Resources Program, Public Health 
Service, is now assistant chief engineer for 
the Public Health Service, Office of the 
Surgeon General, Washington, D. C. 

Doris G. Cuanpter, M.P.H.,* formerly health 
education consultant, Montana State Board 
of Health, is now executive director, New 
Britain (Conn.) Area and Farmington Val- 
ley Tuberculosis and Health Association. 

Ira O. Cuurcu, M.D., M.P.H.,* for the last 
ten years director of public health, Sacra- 
mento County (Calif.) Health Department, 
has retired. He had formerly directed 
the Contra Costa County (Calif.) unit, and 
health departments in Kansas, New Mexico, 
and Michigan. 

Roy L. Cieere, M.D., M.P.H.,* director of 
public health, Colorado State Department 
of Public Health, received the 1960 McCor- 
mack Award of the Association of State 
and Territorial Health Officers. 

Samvuet W. Dootey, M.D..* formerly execu- 
tive director, Cancer Care, Inc., is now 
associate director, Welfare Medical Care 
Project in Pediatrics, Public Health Re- 
search Council of the City of New York. 

Raymonp D. Fear, M.D., Dr.P.H.,* for the 
past 13 years health commissioner of Dut- 
chess County, N. Y., has retired. 

Warrietp Garson, M.D., M.P.H.,* formerly 
head, Department of Experimental Medi- 
cine, School of Public Health, University 
of North Carolina, is now director, Central 
Health District, Allegheny County (Pa.) 
Health Department, Pittsburgh. 

Jupson Harpy, formerly public affairs officer, 
Division of Radiological Health, Public 
Health Service, is now chief of the public 
information section, Office of Research In- 
formation, National Institutes of Health, 

Bethesda, Md. 


* Fellow. 
Member. 


W. D. Mortimer Harris, M.D., M.P.H.,7 
formerly director of research activities, Of- 
fice of Program Planning, is now chief, 
Division of Epidemiology, Bureau of Pre- 
ventable Diseases, New York City Depart- 
ment of Health. 

Marjorie M. Hesevtine,* chief, Nutrition 
Section, Children’s Bureau, has _ retired. 
R. Bruce Jessup, M.D.,+ formerly acting as- 
sistant professor of pediatrics, Stanford Uni- 
versity School of Medicine, is now consult- 
ant in rural health, Bureau of Maternal 
and Child Health, California State De- 

partment of Public Health. 

Russet V. Lee. M.D.,+ executive head of the 
Palo Alto (Calif.) Medical Clinic, has re- 
tired. He is succeeded in this post by 
Epwarp Liston, M.D. 

Emity K. Lypon,t+ formerly health education 
consultant, New York Tuberculosis and 
Health Association, is now public health 
educator, New York City Department of 
Health. 

Lorenz S. Morcan, formerly chief, Mine 
Drainage Section, Pennsylvania Department 
of Health, with the department 36 years, 
is now director of environmental health, 
Bucks County (Pa.) Health Department. 

Harotp C. Murson,+ formerly assitant ad- 
ministrator, Long Island Jewish Hospital, 
is now assitant hospital administrator, Kings 
County Hospital, New York City Depart- 
ment of Hospitals. 

Witsur E. Parmer, M.P.H.,* 
assignment as health officer, International 
Cooperation Administration, New Delhi, 
India, has been assigned to the ICA mission 
in Katmandu, Nepal, following home leave. 


recently on 


Joun B. Perkins, formerly treasurer-business 
manager, Christian Herald Association, New 
York City, is now administrator, Rehabili- 
tation Institute of Chicago. 


C. A. Picrorp, M.D., M.P.H..* formerly 
director, Lubbock (Tex.) County Health 
Department, is now director of public 


health, Houston. Tex. 

Epwin F. Poace,+ formerly assitant admin- 
istrator, St. Mary’s Hospital, Passaic, N. J., 
is now administrator, Rolling Hill Hospital 
and Diagnostic Center, Elkins Park, Pa. 

Georce Rosen, M.D., Ph.D.,* Editor of the 
American Journal of Public Health and 
professor of health education, Columbia 
University School of Public Health and 
Administrative Medicine, will give the 
annual Fielding H. Garrison Lecture of the 
American Association for the History of 
Medicine in May. 

Cora R.N., M.P.H..+ formerly a 
county public health nurse in North Dakota, 
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is now mental health nurse consultant, 
North Dakota State Department of Health. 

C. Sprinc, Jr., M.D., M.P.H.,* 
formerly medical director, Laboratories Di- 
vision, Chas. Pfizer & Co., Inc., is now 
secretary, Council on Drugs, American 
Medical Association. 

. Gene Sune, formerly assistant to the chief, 
Stream Pollution Control Section, Division 
of Sanitation, is now sanitary engineer, 
District VI, Kansas State Board of Health, 
with headquarters in Hays. 

Witttam =A. Townsenp, M.D.,¢ formerly 
health officer, District No. 3, New Mexico 
Department of Public Health, is now di- 
rector, Division of Local Health Services, 
Wisconsin State Board of Health. 

Dorortuy L. Trice, M.D., M.P.H.,+ formerly 
assistant public health physician, is now 
health officer, Brownsville District Health 


— 


Center, New York City Department of 
Health. 
Ray E. Trussert, M.D., M.P.H.,* became 


commissioner of hospitals, City of New 
York, on March 1. He remains as director 
and De Lamar professor of administrative 
medicine, School of Public Health and Ad- 
ministrative Medicine, and associate dean, 
Faculty of Medicine, Columbia University, 
on special, then sabbactical leave. 

E. Turner, Dr.P.H., D.Se.,* professor 
of public health emeritus, Massachusetts In- 
stitute of Technology, is now temporary con- 
sultant to WHO and UNESCO in developing 
plans to promote health education in public 
schools and teacher training institutions. 

Jures E. Vanpnow, M.D.,* formerly chief, 
Division of Social Hygiene, is now with the 
Office of Program Planning. Research and 
Development, New York City Department 
of Health. 

James L. Warptaw, Jr., M.D., M.P.H.,* for- 
merly acting director, Bureau of Maternal 
and Child Health, Florida State Board of 
Health, is now director, Section of Maternal 
and Child Health, Wisconsin State Board 
of Health. 


DEATHS 


Berry Jor Brinces, R.N..+ public health 
nurse, Jefferson (Ga.) Health Department 
(Public Health Nursing Section). 

Artuur F. Cuatsson, M.D.,¢ district medical 
health officer, Provincial Department of 
Health, Fredericton, N.B., Canada, August, 
1960 (Health Officers Section). 

Frank V. Cuappett, M.D.,¢ director, Hills- 
borough County (Fla.) Health Department, 


* Fellow. 
+ Member. 
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November 20, 1960 (Health Officers Sec- 
tion). 

Georce F. Coox, M.D.,¢ health officer, Plan- 
ville, Conn., October 19, 1960 (Health 
Officers Section). 

Paraicia I. Heery, R.N.,* director, Bureau of 
Public Health Nursing, New York City 
Department of Health, February, 1961 
(Unaffiliated). 

Cuauncey A. Hyarr,* swimming pool con- 
sultant, Halogen Supply Co., Chicago, IIL, 
December 24, 1960 (Engineering Section). 

Granvitte W. Moore,t vice presicent and 
general manager, Greater Dallas Planning 
Council, Dallas, Tex. (Public Health Edu- 
cation Section). 

Ex.uiotr H. Pennewt,* statistician and chief, 
Statistical Section, Division of Chronic Dis- 
ease, Public Health Service, Bethesda, Md., 
on February 6 (Statistics Section). 

Rovert L. Quimey, M.D.,+ medical director, 
Division of Industrial Medicine, Loss Pre- 
vention Department, Liberty Mutual Insur- 
ance Company, Boston, Mass. (Occupational 
Health Section). 

Doris L. Rostnson, R.N.,* director of public 
health nursing, San Francisco (Calif.) 
Health Department, December 3, 1960 
(Publie Health Nursing Section). 

Bensamin A. Srarrorp, Jr., M.D.,¢ of Roll- 
ing Fork, Miss. (Health Officers Section). 


CONFERENCES AND DATES 


American Public Health Association. 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 


State and Regional Public Health Meet- 

ings—April, May, and June, 1961: 
Arizona Public Health Association. El 
Tovar Hotel, Grand Canyon. May 17-19. 
Arkansas Public Health Association. Ho- 

tel Marian, Little Rock. May 9-10. 
Colorado Public Health Association. Con- 
tinental Pueblo Motel, Pueblo. May 

18-19. 

Georgia Public Health Association. De- 
Soto Hotel. Savannah. May 21-24. 
Idaho Public Health Association. Lewis 
and Clark Hotel. Lewiston. May 12-13. 
Illinois Public Health Association with 
Middle States Public Health Associa- 
tion. Morrison Hotel, Chicago. April 

12-14. 

Indiana Public Health Association. Sev- 
erin Hotel, Indianapolis. April 27-28. 
Iowa Public Health Association. Hotel 
Ft. Des Moines, Des Moines. May 18-19. 
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Kansas Public Health Association. Town 
House Hotel, Kansas City. April 3-5. 
Kentucky Public Health Association. Ken- 

tucky Hotel, Louisville. April 11. 

Louisiana Public Health Association. Bent- 
ley Hotel, Alexandria. April 27-28. 

Massachusetts Public Health Association. 
Spring Meeting. Western Junior High, 
Brockton. April 20. 

Michigan Public Health Association. 
Pantlind Hotel, Grand Rapids. May 
10-12. 

Middle States Public Health Association 
with Illinois Public Health Association. 
Morrison Hotel, Chicago. April 12-14. 

Missouri Public Health Association. Hotel 
President, Kansas City. May 8-10. 

New Mexico Public Health Association. 
New Mexico State University, Las 
Cruces. April 20-21. 

New York City Public Health Associa- 
tion. New York Academy of Medicine, 
New York, N. Y. May 16. 

New York State Public Health Associa- 
tion. Community War Memorial. June 
6-8. 

North Carolina Public Health 
tion. O'Henry Hotel, Greensboro. June 
29.30. 

North Dakota Public Health Association. 
Memorial Building, Jamestown. April 
24-25. 

Ohio Public Health Association. Deshler- 
Hilton Hotel, Columbus. May 16-17. 
Oklahoma Public Health Association. Ho- 

tel Tulsa, Tulsa. March 8-10. 

Puerto Rico Public Health Association. 
Intercontinental Hotel, San Juan. March 
1-3. 

South Carolina Public Health Association. 
Poinsett Hotel, Greenville. May 11-13. 

Texas Public Health Association. Texas 
Hotel, Fort Worth. March 5-8. 

United States-Mexico Border Public 
Health Association with Western 
Branch, APHA. E. Cortez Hotel, San 
Diego, Calif. June 26-29. 

Utah Public Health Association. Uni- 
versity of Utah, Salt Lake City. May 
15-16. 

Virginia Public Health Association. 
Roanoke Hotel, Roanoke. June 6. 

West Virginia Public Health Association. 
Hotel Morgan, Morgantown. May 10-12. 

Wisconsin Public Health Association. Uni- 
versity of Wisconsin, Madison. June 
20-21. 

Wyoming Public Health 
Casper. May 12-13. 

Southern Branch, APHA. Sheraton Hotel, 
Louisville. April 12-14. 


Associa- 


Association. 


Western Branch, APHA, with U. 5S. 
Mexico Border Public Health Associa- 


tion. El Cortez Hotel, San Diego, 
Calif. June 26-29. 
Meetings of Other Organizations: 
Air Pollution Control Association. Hotel 


Commodore, New York, N. Y. June 
11-15. 

American Academy of General Practice. 
Miami Beach Auditorium, Miami Beach, 
Fla. April 18. 

American Academy of Pediatrics (Spring 
Session). Washington, D. C. April 
10-12. 

American Association for Health, Physical 
Education, and Recreation. Chalfonte- 
Haddon Hall, Atlantic City, N. J. March 
17-21. 

American Association of Industrial Nurses. 
Hotel Biltmore, Los Angeles, Calif. 
April 11-13. 

American Association of Pathologists and 
Bacteriologists. Drake Hotel, Chicago, 
Ill. April 26-28. 

American College 
Park Shelton 
April 26-29. 

American College of Nurse-Midwifery. 
Sheraton-Gibson Hotel, Cincinnati, Ohio. 
April 7-8. 

American College of Physicians. Ameri 
cana Hotel, Miami Beach, Fla. May 
8-12. 

American Diabetes Association. Commo- 
dore Hotel, New York, N. Y. June 
24-25. 

American Home Economics Association. 
Cleveland, Ohio. June 27-30. 

American Medical Association. Annual 
Meeting. Statler Hilton Hotel, New 
York, N. Y. June 26-30. 

American Medical Association. Eighth 
National Conference on Physicians and 
Schools. Sheraton Towers, Chicago, Ill. 
March 9-11. 

American National Ked Cross. Cincinnati, 
Ohio. May 8-10. 

American Nurses’ Association. 
ence on Legislation. Sheraton-Park Ho- 
tel, Washington, D. C. March 22-24. 

American Orthopsychiatric Association. 
New York, N. Y. March 23-25. 

American Pharmaceutical Association. Ho- 
tel Sherman, Chicago, Ill. Week of 
April 23. 

American Psychiatric Association. Mor- 
rison Hotel, Chicago, Ill. May 8-12. 
American Society of Medical Technolo- 
gists, Olympic Hotel, Seattle, Wash. 

June 11-16. 


Association. 


Mich. 


Health 
Hotel, Detroit, 


Confer- 


VOL. 51, NO. 4, A.J.P.H. 


American Water Works Association. 
Detroit, Mich. June 49. 

Association for the Aid of Crippled Chil- 
dren. New York, N. Y. April 26. 

Association of Schools of Public Health. 
Harvard University, Boston, Mass. April 
10-12. 

Blue Cross Association. Edgewater Beach 
Hotel, Chicago, Ill. April 19-20. 

Canadian Dietetic Association. Hotel Van- 
couver, Vancouver, B.C. June 13-15. 

Canadian Public Health Association. 
Regina, Saskatchewan. June 6-8. 

Child Study Association of America. New 
York, N. Y. April 10. 

Congrés International des Techniciens de 
la Santé (iaternational Health Exhibit) 
Paris, France. April 10-15. 

Industrial Medical Association. Biltmore 
Hotel, Los Angeles, Calif. April 11-13. 

Maternity Center Association. New York, 
N. Y. March 2-3. 

National Conference on Social Welfare. 
Minneapolis, Minn. May 14-19. 

National Council on Alcoholism. Shore- 
ham Hotel, Washington, D. C. April 5-7. 

National Council on Community Founda- 
tions. St. Paul, Minn. May 11-12. 

National Council on Crime and Delin- 
quency. Atlantic City, N. J. May 21-24. 

National Council on the Aging. Confer- 
ence of National Organizations. New 
York, N. Y. April 24. 

National Dental Health Conference. Chi- 
cago, Ill. April 26-28. 

National Health Forum. Waldorf Astoria 
Hotel, New York, N. Y. March 13-16. 

National League for Nursing. Biennial 
Convention. Cleveland, Ohio. April 
10-14. 

National Multiple Sclerosis Society. New 
York, N. Y. March 7. 

National Social Welfare Assembly (Spring 
Meeting). New York, N. Y. April 18. 

National Society for Crippled Children 
and Adults. Chicago, Ill. May 22-25. 

National Society for the Prevention of 
Blindness. New York, N. Y. April 
12-14. 

National Tuberculosis Association. Nether 
land-Hilton Hotel, Cincinnati, Ohio. 
May 21-26. 

President’s Committee on Employment of 
the Physically Handicapped. Washing- 
ton, D. C. April 27-28. 

Purdue Industrial Waste Conference. Pur- 
due Memorial Center, Lafayette, Ind. 
May 2-4 

Royal Society of Health Congress. Black- 
pool, England. April 24-28. 


APRIL, 1961 


Southwestern Conference on Diseases in 
Nature Transmissible to Man. Memorial 
Student Center, Agricultural and Me- 
chanical College of Texas, College Sta- 
tion, Tex. April 27-28. 

Venereal Disease Symposium. Hotel New 
Yorker, New York, N. Y. April 13-14. 

World Congress of Psychiatry. Montreal, 
Canada. June 410. 


AGING ... SOME SOCIAL AND 
BIOLOGICAL ASPECTS 
Edited by N. W. Shock, 1960, 436 pages. $8.50 
Order From 
American Association for 
the Advancement of Science 
1515 Mass. Ave., N.W., Washington 5, D.C. 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, In- 
vestigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


Tel 
(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission on specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 
128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


HENDENBURG AND VENABLE 


Consulting Chemists and Engi $ 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 
Disaster Investigation 


6ll| Fifth Avenue, Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and De Health Departments 


Merit Systems 
Examinations Field Consultation 
American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 


xLill 


OFFICERS 1960-1961 


President, Marion W. Sheahan, R.N., New 
York, N. Y. 

President-Elect, Charles Glen King, Ph.D., 
New York, N. Y. 

Vice-President, G. R. F. Elliot, M.D., Van- 
couver, B. C., Canada 

Vice-President, Humberto Olivero, Jr., Guate- 


mala City, C. A. 
Vice-President, Margaret FF. Shackelford, 
M.S., Oklahoma City., Okla. 
Treasurer, D. John Lauer, M.D., New York, 
Cheiemen of the Executive Board, John D. 
Porterfield, M.D., Washington, D. C. 
Executive meee Berwyn F. Mattison, M.D., 
New York, N 
EXECUTIVE BOARD 
Chairman, John D. Porterfield, M.D., 
ington D. C. (1962) 
Betty W. Bond, Ph.D., Bangkok, Thailand 


(1963) 
Charles Glen King, Ph.D., New York, N. Y. 


(President-Elect) 


Wash- 


D. John Lauer, M.D., New York, N. Y. 
(Treasurer) 

Malcolm H. Merrill, M.D., Berkeley, Calif. 
( Past-President) 

Dwight F. Metzler, C.E., Topeka, Kans. 


(1963) 

Marion W. Sheahan, R.N., New York, N. Y. 
(President ) 

Charles E. Smith, M.D., Berkeley, 
(1962) 

Wilson T. Sowder, M.D., 
(1961) 

Milton Terris, M.D., New York, N. Y. 


ELECTIVE COUNCILORS 
Terms Expiring 1961 
Carl L. Anderson, Dr.P.H., Corvallis, Ore. 
Katherine Bain, M.D., Washington, D. C. 
Herman G. Baity, Sc.D., Geneva, Switzerland 
Charles F. Blankenship, M.D., San Francisco, 
Calif. 
Anne Burns, R.N., Columbus, Ohio 
Robert H. Felix, M.D., Bethesda, Md. 
John P. Fox, M.D., New York, N. Y. 
Ernest M. Gruenberg, M.D., New York, N. Y. 
Paul A. Harper, M.D., Baltimore, Md. 
Marjorie M. Heseltine, M.A., Washington, 
Alexander D. Langmuir, M.D., Atlanta, Ga. 
Richard K. C. Lee, M.D., Honolulu, Hawaii 
Lucile Petry Leone, R.N., Washington, D. C. 
Hugh R. McLaren, D.D.S., Ottawa, Ont., 
Canada 
Beryl J. Roberts, Dr.P.H., Berkeley, a 
Morris Schaeffer, M.D., New York, N. Y. 
Ray E. Trussell, M.D., New York, N. NY. 


Terms Expiring 1962 
Joseph A. Bell, M.D., Bethesda, Md. 
Philip E. Blackerby, Jr., D.D.S., Battle Creek, 

Mich. 

Lester Breslow, M.D., Berkeley, Calif. 
Martha L. Clifford, M.D., Hartford, Conn. 
Mayhew Derryberry, Ph.D., Washington, D. C. 
Warren F. Draper, M.D., Washington, D. C. 


Calif. 
Jacksonville, Fla. 
(1961) 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
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Harold M. Erickson, M.D., Berkeley, Calif. 
Thomas Francis, Jr., M.D., Ann Arbor, Mich. 
John B. Grant, M.D., San Juan, P. R. 

Ruth E. Grout, Ph.D., Minneapolis, Minn. 
Ruth L. Huenemann, D.Sc., Berkeley, Calif. 
\Mlorton Kramer, D.Sc., Bethesda, Md. 
James Lieberman, D.V.M., Atlanta, Ga. 
Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 
James A. Shannon, M.D., Bethesda, Md. 
Charles C. Wilson, M.D., New Haven, Conn. 


Terms Expiring 1963 
Solomon J. Axelrod, M.D., Ann Arbor, Mich. 
Leona Baumgartner, M.D., New York, N. Y. 
Antonio Ciocco, D.Sc., Pittsburgh, Pa. 
Pearl F. Coulter, R.N., Tucson, Ariz. 
Martha M. Eliot, M.D., Cambridge, Mass. 
Ruth Freeman, Ed.D., Baltimore, Md. 
Mark D. Hollis, D.Se., Washington, D. C. 
Andie L Knutson, Ph.D., Berkeley, Calif. 
Paul V. } emkau, M.D., Baltimore, Md. 
Ella McNe i, R.N., Ann Arbor, Mich. 
Benjamin i’asamanick, M.D., Columbus, Ohio 
Helen M. Wallace, M.D., Washington, D. C. 
Patricia Walsh, R.N., Ann Arbor, Mich. 
James Watt, M.D., Bethesda, Md. 
Myron E. Wegman, M.D., Ann Arbor, Mich. 


CHAIRMEN OF STANDING 


COMMITTEES 
Committee on Affiliated Societies and Branches, 
W. R. Norton, M.D., Raleigh, N. C. 


Committee on Constitution and By-Laws, David 
E. Price, M.D., Bethesda, Md. 

Committee on Eligibility, John C. 
M.D., Washington, D. C. 

Committee on Evaluation and Standards, 
Theodore J. Bauer, M.D., Washington, D. C. 

Committee on Professional Education, Thomas 
Parran, M.D., New York, N. Y. 

Committee on Public Policy and Legislation, 
Herman E. Hilleboe, M.D., Albany, N. Y. 

Committee on Research Policy, Robert Dyar, 


Cutler, 


M.D., Berkeley, Calif. 
Technical Development Board, Roscoe P. 
Kandle, M.D., Trenton, N. J. 


SECTION OFFICERS 1961 
Dental Health Section 
Wesley O. Young, D.M.D., Boise, 


D.D.S., 


Chairman: 
Idaho 
Vice-Chairman: Norman F. Gerrie, 

Washington, D. C. 
Secretary: David F. Striffler, D.D.S., Santa Fe, 
N. M. 
Engineering and Sanitation Section 
Chairman: Paul W. Purdom, P.E., Phila- 
delphia, Pa. 
Vice-Chairman: Klassen, P.E., 
Springfield, Ill. 
Secretary: James 


Md. 


Clarence W. 


A. King, M.P.H., Bethesda, 
Epidemiology Section 


Chairman: Fred L. M.D., 
Francisco, Calif. 


Soper, APO, San 


Vice-Chairman: Kirk T. Mosley, M.D., Okla- 
homa City, Okla. 
Secretary: Arthur C. Hollister, Jr., M.D., 


Berkeley, Calif. 
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Food and Nutrition Section 
Chairman: Robert E. Olson, M.D., Pittsburgh, 
Pa. 
Vice-Chairman: Emil M. Mrak, Ph.D., Davis, 
Calif. 
Secretary: Ruth E. Brennan, Clayton, Mo. 


Health Officers Section 
Chairman: Ellis D. Sox, M.D., San Francisco, 
Calif. 
Vice-Chairman: Charles L. Wilbar, Jr., M.D., 
Harrisburg, Pa. 
Secretary:Harald M. Graning, M.D., New 
York, N. Y. 


Laboratory Section 
Chairman: William G. Walter, Ph.D., Boze- 
man, Mont. 
Vice-Chairman: Earle K. Borman, Hartford, 


Conn. 
Secretary: Erwin Neter, M.D., Buffalo, N. Y. 


Maternal and Child Health Section 


Chairman: Madelene M. Donnelly, M.D., Des 
Moines, Iowa 

Vice-Chairman: William M. M.D., 
Boston, Mass. 

Secretary: Alice D. Chenoweth, M.D., Wash- 
ington, D. C. 


Medical Care Section 


Chairman: Caldwell 
Hudson, N. 

Vice-Chairman: I. S. Falk, Ph.D., Stonington, 
Conn. 

Secretary: Henry C. Daniels, M.A., Washing- 
ton, D. C. 


Mental Health Section 


Chairman: Rema Lapouse, M.D., New York, 
N. Y. 

Vice-Chairman: Alan D. Miller, M.D., Denver, 
Colo. 

Secretary: Joseph J. M.D., San 
Mateo, Calif. 


Schmidt, 


B. Esselstyn, M.D., 


Downing, 


Occupational Health Section 


Chairman, Fred R. Ingram, Berkeley, Calif. 
Vice-Chairman: Mitchell R. Zavon, M.D., Cin- 
cinnati, Ohio 


Secretary: Melvin M. Udel, M.D., New York, 
N. Y. 


Public Health Education Section 


Chairman: Theron H. Butterworth, Ph.D., 
New York, N. Y. 

Vice-Chairman: Alfred E. Kessler, Indiana- 
polis, Ind. 

Secretary: Ben D. Kiningham, Jr., M.P.H., 
Springfield, Il. 


Public Health Nursing Section 


Chairman: Anne Burns, R.N., Columbus, Ohio 

Vice-Chairman: Margaret G. Arnstein, R.N., 
Washington, D. C. 

Secretary: Jane B. Taylor, R.N., Des Moines, 


Iowa 


School Health Section 


Chairman: Florence L. Fogle, R.N., Columbus, 
Ohio 

Vice-Chairman: C. Adele M.D., 
Oswego, N. Y. 

Secretary: Marian V. Hamburg, Ed.D., New 
York, N. Y. 


Statistics Section 


Chairman: Robert D. Grove, Ph.D., Washing- 
ton, D. C. 
Vice-Chairman : Sam Shapiro, New York, 


N. Y. 
Secretary: F. M. Hemphill, Ph.D., Bethesda, 
Md. 


REPRESENTATIVES OF AFFILIATED 
SOCIETIES AND BRANCHES 


Alabama—Sidney J. Williams, M.D. 
Arizona—H. Gilbert Crecelius, Ph.D. 
Arkansas—E, J. Easley, M.D. 

California, Northern—James C. Malcolm, M.D. 
California, Southern—Everett M. Stone, M.D. 
Colorado—-Roy L. Cleere, M.D. 
Connecticut—Harold S. Barrett, M.D. 
Cuba—Guillermo Lage, M.D. 

Florida—A. Y. Covington, M.D. 
Georgia—Dixon R. Olive, Jr., M.S.S.E. 
Hawaii—Richard K. C, Lee, M.D. 
Idaho—Terrell O. Carver, M.D. 
Illinois—Benn J. Leland 

Indiana—Samuel H. Hopper, Ph.D. 
lowa—Edmund G. Zimmerer, M.D. 
Kansas—M. Leon Bauman, M.D. 
Kentucky—Russell E. Teague, M.D. 
Louisiana—Ben Freedman, M.D. 
Maryland—Perry F. Prather, M.D. 
Massachusetts—Margaret Drennan 
Michigan—Isabelle Ryer 
Minnesota—Abraham B. Rosenfield, M.D. 
Mississippi—H. Lowell Butters, M.B. 
Missouri—Henry M. Hardwicke, M.D. 
Montana—Paul R. Ensign, M.D. 
Nebraska—Harle V. Barrett, M.D. 
Nevada—Dan J. Hurley, M.D. 

New Jersey—Frank J. Osborne 

New Mexico—Larry J. Gordon 

New York City—Nathaniel H. Cooper, M.D. 
New York State—Walter C. Levy, M.D. 
North Carolina—Robert F. Young, M.D. 
North Dakota—Margaret L. Watts 
Ohio—Albert L. Fishback 

Oklahoma—John W. Shackelford, M.D. 
Oregon—Clair V. Langton, Dr.P.H. 
Pennsylvania—B. Russell Franklin 

Puerto Rico—Jose A. Hernandez-Matos, M.D. 
South Carolina—G. S. T. Peeples, M.D. 
South Dakota—Cecilia Schuck, Ph.D. 
Tennessee—Lloyd M. Graves, M.D. 
Texas—Joseph N. Murphy, Jr. 
Utah—Kathryn Brandon, M.D. 
Virginia—Thomas D. Lewis 

Washington State—Bernard Bucove, M.D. 
West Virginia—Leon A. Dickerson, M.D. 
Wisconsin—Gregory G. Shields, M.D. 
Wyoming— 
Middle States—Ralph Kuhli 
Southern Branch—Betty Ficquett 
Western Branch—John A. Lichty, M.D. 


Brown, 


Nation’s Health: 


15.00 

An Appraisal Method for Measu ity 


of Housing—A Yardstick for Heath 
Housing jials and Planners 
rt I. Nature and Uses of the Method. 1945. 
Part Appraisal of Dwelling Conditions. Vol. 
A—Director’s Manual. $3. Vol. B—Field 
$2.00. C—Office Procedures. 
00. 1946; or three fo 
Part III. of Environ- 
Baker’s Devonshire ic. i 
hel thful H 2nd ed. 
c ciples u ousing. 
woprinted St pp. 
Care of Laboratory Animals. 
Chronic Disease and Rehabilita rogr: 
Guide for and Local Agencies. 


1960. dub dance sé ges 50 
Control unicable Diseases in Man. 9th 
ed. 1960. 235 pp. 
nt 
Control of Malnutrition in Man. 1960. 124 pp. 130 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. .............. $7.50 
Directory of Public Health Statisticians. 6th ed. 
Special = to members on prepaid orders only. $1.00 
Epidemio 
Method AY (Part II October 1960) adits $1.00 
Evaluation Schedule. For use in the study and 
appraisal of community health programs ....... 
General Medical Care Programs in Local Health 
Guide to a Community Health Study. 1960. 231 
$2.25 
Guides for Handicapped Children: 
Cerebral Paley 1955, 50 
Cleft Lip and Cleft Palate—i955. 84 Se 50 
Dentofacial Handicaps—1955. 68 pp. .......... 50 
d Children—1955. 150 50 
Hearing mpairment—1956. 124 pp. ........... 50 
Heart Disease and Rheumatic Fever—1960, 118 50 
Vision and Eye Problems—1956. 112 $30 


PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


Health Supervision of Young Children. A Guide 
for Practicing Physicians and Child Tieaith Con- 
ference Personnel. 1960. 180 pp. ..........-..+ 
Housing an Aging Population. 1953. 92 pp. ..... $1 0 
Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 
Nutrition Practices: A Guide for Public Health 


a for Healthful Rural Housing. Ist ed. 

$1.00 
Proposed Housing Ordinance. 1952. 24 pp. ...... $1.00 


Public Exposure to Ionizing Radiation. What Pub- 
lic Health Personnel Needs to Know. 1958. 
$1.35 


Public Health and Hospitals in the St. Louis Area 
—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 


i ical Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. .........- 


Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. ......... $4.50 


Standard Methods for the Examination of Dairy 
Products. llth ed. 1960. 480 pp. ........... $7.00 
Photographic Sediments Charts .............. $2.00 


Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp. ..... $10.00 

Special price to members of APHA, AWWA, 

and WPCF on prepaid orders only for a single 


$8.00 
Standards for Healthful Housing: 

Planning the Neighborhood. 1960. ............ $3.00 

Planning the Home for Occupancy. 1950. .... $2.00 


Construction and Equipment of the Home. 1951. $2.00 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp. ........ $1.00 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various Types of Eating 


Surfaces. February, 1953. 12 pp. ............. 25 
Bookshelf on Epidemi and Evaluation, The 

edical Officer’s. April, 1957. 16 pp. ........ 35 

on International Health. April, 1958. 
Bookshelf on the Hist and Philosophy of Public 

Health. April, 1960. 16 pp 35 
Bookshelf on the Social "Tiioans and Public 

Certain Aspects of the Microbiology of Frozen 


Concentrated Orange Juice. June, 1956. 8 pp. .10 
Creative Health and the Principle of Habeas Men- 


Disability — Cash Benefits Versus Rehabilitation? 
10 


Driver Behavior and Accidents. May, 1957. 8 pp. 10 


Environmental Aspects of Staphylococcal Infections 
a”. in Hospitals (symposium). April, 1960. 3 


Editorial. October, 1954. 4 pp. Free 
Hospitals and Public Health. Editorial. July, 1959.  .10 


= Shattuck—Still a Prophet. February, 1949. 25 

™ Health and Re- 
sponsibilities. An official statement of the 
American Public Health Association. March, 
cond ees .10 


40 
Poul Inspection. Official. Statement of APHA. 

Public Health Policy on Radiological Health. 

Quo Vadis—Public Health? June, 1960. 2 pp... .10 
R ted Poisonous Snakebites in Man. Editorial. 

State Health Department—Services and Responsi- 

bilities. February, 1954. 20 pp. .............-. 35 
Statement on Availability and Uses of Staphy- 

lococcal Phage Typing. September, 1959. ...... 25 


Su ted Home Accident Prevention Activities 
or Health Departments. May, 1956. 


Tax-Su o- Medical Care for the Needy. Octo- 


Order from the Book Service — Advance Payment Is Requested 
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CLEANEST CLEANEST CLEANEST CLEANEST CLEANEST CLEANEST CLEA? 
ANEST CLEANEST CLEANEST CLEANEST C 
ST CLEANEST CLEANEST CLEANEST CLE 
CLEANEST CLEANEST CLEAR 
CLEANEST CLEANEST CLE 


iT CLEANE 


CLEANEST CLEA CLEANEST 
CLEAN “ST CLEANEST C 
iT CLEANES} CLEANEST CLE 


CLEANEST CL CLEANEST CLEAP 
iT CLEANEST CLEAN aT CLEANEST CLEANEST CLE 
CLEANEST CLEANEST CLE LEANEST 
CLEANEST CLEANEST CLE 
xT CLEANEST CLEANEST CL 


CLEANEST CLEANEST CLEANEST CLE CLEANEST CLEA 
: EST CLEANEST CL 


Made especially for the exacting requirements of 
LABORATORY, HOSPITAL AND MEDICAL USE! 


MORE EFFECTIVE than any known detergent in 
powder form or any liquid detergent that costs four 
times as much! 


Also makers of ALCOJET for Special 5 Ib. box for Federal, 
all equipment washed by ma- State, County and Municipal 
chine and ALCOTABS in tablet Agencies, available through 
form for all pipette washers. regular supply sources. 


Order from your supplier or ask him for samples 
and FREE Cleaning Guide. 


Sold by All Leading Laboratory, Hospital and Sur- meets Highest 
gical Supply Dealers in the United States as well Government Specifications 
as in 
CANADA + ENGLAND + SWITZERLAND + BELGIUM + NETHERLANDS + MEXICO 
VENEZUELA + PERU + BRAZIL » PANAMA « PUERTO RICO + HAWAII 


ALCONOX, INC., 853 BROADWAY, NEW YORK 3, N.Y. 


lest CLEANEST CLEANEST <LEANEST C 
CLEANES* ANEST CLEAR 
IEST C LEANEST C 
iT CLEA ANEST CLE 
CLEANE ANEST CLE 
ANEST CLEANEST CLE 


Now available in a * 
hard cover edition - - 


HEALTH SUPERVISION OF YOUNG CHILDREN 


A guide for practicing physicians 
and child health conference personnel 


Prepared by the Committee on Child Health, 
American Public Health Association 


180 pages, $3.00 


This perennial favorite has been influencing professional attitudes, broaden- 
ing understanding and improving standards of practice since it first appeared 
in 1955. Especially recommended for medical and nursing students. 


To be published in June, 1961 


SERVICES FOR CHILDREN WITH EMOTIONAL 
DISTURBANCES 


The latest title in the useful series listed below 


Also available— 
* SERVICES FOR HANDICAPPED CHILDREN 
* SERVICES FOR CHILDREN WITH CEREBRAL PALSY 
¢ SERVICES FOR CHILDREN WITH CLEFT LIP AND CLEFT PALATE 
« SERVICES FOR CHILDREN WITH DENTOFACIAL HANDICAPS 
* SERVICES FOR CHILDREN WITH EYE AND VISION PROBLEMS 
* SERVICES FOR CHILDREN WITH HEARING IMPAIRMENT 
¢ SERVICES FOR CHILDREN WITH EPILEPSY 


*¢ SERVICES FOR CHILDREN WITH HEART DISEASE AND 
RHEUMATIC FEVER 


Prepared by the Committee on Child Health, APHA, and endorsed by lead- 
ing national professional organizations concerned with the health and welfare 
of handicapped children. 


Single copies—$2.50 each (8 to 23 copies in any combination of titles at $2.00 each) 
Send your order to: 


Committee on Child Health 
American Public Health Association, 1790 Broadway, New York 19, N. Y. 
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Production experience ABILITY 


Your laboratory and research needs demand the We maintain a variety of our own laboratory animals 
quality and dependability which Colorado Serum Co. under the finest conditions. 
assures its customers. Prompt service. All correspond- 


ence and inquiries answered immediately. The newest equipment, coupled with over 35 years of 


production experience and devotion to product quality 


@ serums @ globulins 
@ bloods @ fluorescent materials guarantees you can order with confidence. 
@ ultrafiltrates @ diagnostic reagents 


@ complement @ tissue culture reagents COLORADO SERUM co. 
LABORATORIES 


Write for this FREE CATALOG NOW! 


No solesman will call. 
Laboratory and Genero! Office PEAK OF QUALITY 


4950 YORK STREET * DENVER 16, COLORADO * MAin 3-5373 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print) 
(street) (city) (zone) (state) 
(title) (organization) 
‘(street ) (city) (zone) (state) 
(title) (organization) (city and state) (dates) 
Please complete application on reverse side. 
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Vase 


Directory of Public 


Health Statisticians 
Sixth Edition (1958) 


This edition lists the names of 1,322 
public health statisticians and, in addi- 
tion, gives job titles, degrees, agency or 
company affiliation and addresses. 


It is a book made to be useful to not only 
the statistician, but also to agencies and 
health departments. Get your copy now 
through the APHA Book Service. For the 
small cost of $1.00 a copy to Members on 
prepaid orders, and $1.50 a copy to non- 
members, you may have the latest “who’s 
who” of the statisticians in public health. 


Preserve your JOURNALS 


With a Jesse Jones 
Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 


more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


AMERICAN PUBLIC HEALTH 
ASSOCIATION, INC. 


1790 BROADWAY NEW YORK 19, N. Y. 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 


Food and Nutrition Health 
Maternal and Child Health............Dental Health 
.. Statistics ...Public Health Education __............Medical Care 


Engineering and Sanitation ..Public Health Nursing ..Mental Health 
Occupational Health Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


(signature ) (address ) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $...................... is enclosed. Send bill to..........0........:ccccccccceeeeeeees 
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Professional consultants recently 
examined 19 outstanding high school 
home economics and health textbooks 
and found that a basic cereal breakfast, 
among other breakfasts, appeared in 
every textbook examined. The majority 
of these textbooks included statements 
based on the Iowa Breakfast Studies.* 


ii 


W: 


The need for a good breakfast every 
day is no longer a matter of opinion or 
personal preference. It is a scientific fact 
as demonstrated by the Iowa Breakfast 
Studies conducted by the College of 
Medicine at the State University of lowa 
over the past decade. 


*A Summary of the Iowa Breakfast Studies, published by Cereal Institute, Inc., May 1, 1957. 


CEREAL INSTITUTE, 


INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 


cereals are low in fat 
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fits” 
any 
barrel. 


VIM°CLEAR BARREL INTERCHANGEABLE SYRINGES 


[-) Complete line in 3 tip types—glass, metal Luer, Luer lock—and all sizes are completely 
interchangeable. (_) Greater durability of moulded (not ground) clear barrel, which reduces 
friction wear, ensures longer life of syringes. 1) Exact control of dosage is assured by greater 
visibility of markings and medication. () Precise tolerance of pistons and barrels safeguards 
against chance contamination. Warning of inadequate syringe cleaning may be signaled if 
piston does not operate smoothly in barrel. 


Producers of VIM® Hypodermic Syringes and Needles 
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steps to 
motinerlhood 


point to 
nutritional 
guidance 
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A CONTROLLED, 


DAILY DIET 


INCLUDING 


RICH, QUALITY PROTEINS... MEAT 


Meat is one of nature’s best sources of complete pro- 
tein. In addition, meat contributes important B vita- 
mins and significant amounts of essential minerals: 


iron, copper, phosphorus, magnesium and potassium. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 


Which petri dish 
costs the least? 


When you use a dish just once, the cost is set, can never get lower. When you use 
PyREX™ petri dishes, the cost per use dwindles. The more you use one, the more 
you save. 

Take the three Pyrex dishes up there. One is fresh from the stockroom, just going 
to work. The other two have been through the cleaning and sterilization mill more 
than 20 times. 

All three are clear, unclouded, uncrazed, unscratched. These factors make PYREX 
petri dishes lowest in cost: 

Long service life—in laboratory tests, we’ve run our dishes through normal-use 
cycles 24 times with no visible change. 

Less breakage—rugged construction makes them more durable. 

Plus the value features of special designs, such as our quadrant dishes and the 
ones with LIFETIME RED grids that last the life of the dish. 

Your Pyrex labware catalog LG-2 and your laboratory supply dealer can help 
you pinpoint other values that hold costs down 
when you use Pyrex petri dishes. For your free *) 
copy of LG-2, please write. \ 


CORNING GLASS WORKS 
8004 Crystal Street, Corning, New York 
CORNING MEANS RESEARCH IN GLASS 


PYREX°* taboratory ware... the tested tool of modern research 
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ACOUSTICALLY FILTERED SOUND... To answer requests for quieter labora- 


tory equipment, we have developed the new International Model MB Micro- 


Capillary Centrifuge for spinning hematocrits. By actual measure it adds less 


than a whisper to your ordinary conversation. Hearing’s believing! 


For a demonstration write: 


INTERNATIONAL (Gs EQUIPMENT Co. 


BOSTON, MASS. 


BUILDING NO. 58, 1284 SOLDIERS FIELD ROAD, 
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Microbiological Examination of Foods a 
Public health laboratory personnel now have an up to date, authoritative 
manual in Recommended Methods for the Microbiological Examination of 
Foods to guide them in routine and special examinations of foods and food 
products. Each chapter has been prepared by experts and reviewed by others. 
The methods have also stood the critical examination of leading public SI 
health laboratory directors. 
Starting with methods developed by committees of the Food and Nutrition a 
Section, the volume has been prepared by the Subcommittee on Methods for 
the Microbiological Examination of Foods. Harry E. Goresline, Ph.D., has 
been chairman of the Subcommittee and served as editor of the volume. The 
report has been approved for publication by the Committee on Evaluation 
and Standards. Each chapter considers methods for related food products. 
These are: As 
i 
Bottled Soft Drinks Frozen Fruits, Vegetables & Pre- pte 
om Brined Salted & Pickled Vegetable cooked Frozen Foods y 
Products Mayonnaise, Salad & French co 
Canned Foods Dressings cu 
Carbohydrate Products Meat and Meat Products in 
Cereals and Cereal Products Poultry Meat or 
Dehydrated Fruits & Vegetables Spices on 
Eggs & Egg Products Sanitation Indexes | 
Fermented Foods Detection & Enumeration of Food 
Fruit Juices and Concentrates Poisoning Types of Microorganisms A 
Culture Media Un 
Stains hi. 
Reagents and Indicators | Th: 
A preface has been written by Ferdinand R. Hassler, M.D., Chairman of the ais 
Coordinating Committee on Laboratory Methods. <s 
212 pages $4.50 | re. 
of 
1958 col 
di: 
sti 
In 
re} 
of 
sts 
ho: 
out 
AMERICAN PUBLIC HEALTH ASSOCIATION, INC. af: 
1790 Broadway New York 19, N. Y. 
Eve 
ini 
VOL. 51, NO. 4, A.J.P.H. 


LEHN &FINK 


4934 Lewis Avenue, Toledo 12, Ohio, GReenwood 5-0O671 


Professional Division 


SPECIAL MESSAGE TO PUBLIC HEALTH PEOPLE 


CONCERNED WITH CONTROL OF STAPH INFECTIONS 


As your daily activities in fighting the spread of staphylococcal 
infection no doubt reveal, the same antibiotic-resistant phage 
types found in the hospital are now well established in the 
community. During recent years, close attention by hospitals to 
curtailing transmission of staph, both within the hospital and 
into the community at large through discharged patients, visitors, 
or hospital personnel, has revealed how vicious the cycle of 
infection has become. 


A good example is the three-year study from the 900-bed Temple 
University Medical Center, reported by Dr. H. Taylor Caswell and 
his co-workers in Surgery, Gynecology & Obstetrics, May, 1960, 
They report that, with stricter aseptic control and patient 
management, the infection rate in 10,000 clean surgical wounds 
per year decreased approximately 60% to .55%, with 53% due to 
80/81. However, there was an appreciable increase in hospital 
related medical infections with phage type 80/81 identified in 71% 
of the cases. During this same period, the number of heavily 
contaminated patients admitted for treatment of staphylococcal 
disease doubled, constantly re-infecting the hospital with staph 
strains which may have originated there, 


In New York State where reporting of staph infections is now state 
law, dangers from staph in the home were discussed by a panel and 
reported on by Dr. Andrew C, Fleck in the March 15, 1960, issue 

of the New York State Medical Journal. Death of a mother from 
staphylococcal pneumonia followed exposure through her child, first 
hospitalized for chronic cystic fibrosis. In another family, ten 
out of eleven members, and their public health nurse, were 
afflicted with chronic furunculosis. 


Every age is susceptible to staph infection - from the newborn and 
infants to elderly individuals with debilitating disease. Since 
transmission can be by contact with patient or carrier, with 


| 
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articles contaminated by infected persons, by droplet spread, or 
by contaminated dust redispersed in the air - scrupulous aseptic 
technics in handling the patient and thorough environmental 
disinfection are essential whether in the hospital or the home, 


When your recommendations to hospitals for staph control include 
meticulous housekeeping and thorough environmental disinfection, 
have you considered the specific practical advantages of Lehn & 
Fink phenolic disinfectants? Bacteriologic data and clinical 
evidence of the effectiveness of Amphyl®, O-syl®, Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are available 
on request. In addition to being staphylocidal, all are broadly 
microbicidal including tuberculocidal, pseudomonacidal, and 
fungicidal, They are easy to use for regularly scheduled 
disinfection procedures wherever communication of staph is a 
problem, 


Please write for literature on all products. Samples, too, if 
you wish. If you would like copies of instructions for teaching 
purposes, we will be glad to send these in quantity. May we hear 
from you? 


Shih. 


Robert E. Dickens 
Professional Division 
CFM: tb 


P.S. particularly for Public Health Nurses. 
Have you heard about our new spray-on disinfectant and 
air deodorant? It's based on Amphyl hospital disinfectant 
and is called Amphy1® Spray. As a disinfectant -- 
it's quick and convenient to control fomites, 
As an air deodorant -- it's planned especially 
for cancer dressing rooms and similar malodorous 
areas. We'll be glad to send literature, 


LEHN & FINK PRODUCTS CORPORATION, 4934 Lewis Ave., Toledo 12, Ohio 
© L&F 1960 
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LEDERLE... THE LEADER IN THE FIELD OF 


VIRAL-RICKETTSIAL DIAGNOSTICS 


Diagnostic antigens produced by Lederle under 
exacting quality control standards for depend- 
able complement-fixation tests. 

Equine Encephalomyelitis (Eastern) Antigen 
Equine Encephalomyelitis (Western) Antigen 
Influenza Virus (Type A—PR 8 Strain) Antigen 
Influenza Virus (Type A—FM 1 Strain) Antigen 
Influenza Virus (Type B—Lee Strain) Antigen 
Lymphocytic Choriomeningitis Antigen 

(Soluble Type) 

Mumps Antigen (Viral Type) 

Proteus OX19 Antigen 

Psittacosis Antigen (Soluble Type) 

Q Fever (American Strain—Nine Mile) Antigen 
Rickettsialpox Antigen (Soluble Type) 

Rocky Mountain Spotted Fever Antigen 
(Soluble Type) 

St. Louis Encephalitis Antigen 


LEDERLE—FOR A WIDE RANGE OF DIAG- 
NOSTIC ANTIGENS ... MEDIA... SERUMS... 
EXTRACTS...FOR LABORATORY AND CLINIC 
Now available—“DIAGNOSTIC AGENTS for 
Laboratory and Clinical Use”. New 64-page book- 
let describes Lederle diagnostic products in detail 
with step-by-step explanation of technics. Send 
for your free copy today. 


For further information contact the Lederle Repre- 
sentative through your hospital pharmacy, or write: 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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For photomicrography 
and simultaneous obser- 
vation, binocular photo 
tube “FS” is available 


the 
laboratory 
microscope 
which 


fulfills 
research 
requirements 


the new LEITZ LABOLUX Illa 


The Leitz Labolux IIIa is a new laboratory microscope with built-in illumination and the famous 
Labolux ball-bearing focusing control, which combines both coarse and fine focusing in a single 
knob. Available with a wide variety of accessories, the Labolux IIla is recommended for all routine 
laboratory work and, in addition, can be equipped to fulfill the most exacting research. 

A variety of interchangeable tubes is available: monocular, binocular or trinocular (binocular 
viewing plus photo tube for photomicrography). Tubes can be rotated 360° so that the Labolux IIla 
may be faced away from the observer, for increased accessibility to all controls and to the object 
stage, and to make “conference-viewing” by two consultants more convenient. 

Among the condensers available are the Abbe type, the Berek 2-diaphragm condenser, and condensers 
for phase contrast and dark field observations. The Labolux Illa is readily adapted to fluorescence 
microscopy by addition of the Leitz fluorescence accessories. The large stand, in a new contemporary 
design, is constructed for a lifetime of use with fatigue-free operation and precision performance. 
All controls, including the knobs for the mechanical stage, are in a low convenient position, High- 
power objectives have spring-loaded mounts for prevention of damage to lenses and slides. 


LABOLUx Illa, Model S 25/95 


¢ inclined binocular tube S with knurled knob to adjust for proper interpupillary distance e built-in 
mechanical stage #25 e two-lens condenser #95 e substage unit with rack and pinion focusing accepts 
sleeve-type condensers ¢ quadruple nosepiece with achromats 3.5X, 10X, 45X and 100X oil immersion, 
the last two having spring-loaded mounts e paired 10X wide-field eyepieces ¢ horizontal carrying case 
e 3-step transformer, 6 V., 2.5 Amp. 


For literature and/or a personal demonstration in your laboratory, write: Dept. PA-4 
&. LEITZ, INC., 468 PARK AVENUE SOUTH, NEW YORK 16, N. Y. 


Oistributors of the wortd-famous products of 
Ernst Leitz G.m.b.w.. Wetztiar,. Germany-Ernst Leitz Canada ttd 


LEICA CAMERAS -LENSES PROJECTORS . MICROSCOPES - BINOCULARS 
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Protects people by the pool-full. . . just a few ounces of HTH 
chlorination daily. HTH comes in free-flowing granular or handy tablet form... 
releases effective, dependable chlorine to kill bacteria, algae and fungi quickly... 
handles any peakload problem easily, economically and conveniently. HTH is 
ideal for locker rooms, showers, walkways and footbaths, too. Helpful application 
data on request. HTH® is a trademark 


Here's to Health... | T H 


| 


Olin Mathieson, Baltimore 3, Md. 


Gentlemen: Please send me more information | 
on the use of HTH for pool water protection. | 


Olin 


ap. 
og 


Diagnostic Procedures for Virus and 
Rickettsial Diseases—Second Edition 


This authoritative volume, first published in 1948, has been completely revised 
under the joint editorship of Thomas Francis, Jr., M.D., and Joseph E. Smadel, 
M.D. Each chapter has been completely rewritten. There is a new chapter on 
general principles, directed primarily to those laboratory people unfamiliar 
with virology and rickettsiology. In this chapter will be found a discussion of 
general considerations bearing directly on applied technics and a correlation of 
methods and technics. New Chapters are also presented on tissue culture 
methods and on the Coxsackie viruses. The volume is illustrated with 36 figures 
and contains 45 tables. Total pages 50 per cent greater than in First Edition. 


Chapters and authors of the Second Edition are: 


General Principles Underlying Laboratory Diagnosis of Viral and Rickettsial 
Infections. Edwin H. Lennette, M.D., Ph.D. 

Poliomyelitis. John R. Paul, M.D., and Joseph L. Melnick, Ph.D. 

Tissue Culture Methods for the Cultivation of Poliomyelitis and Other 
Viruses. Joseph L. Melnick, Ph.D. 

The Coxsackie Viruses. Gilbert Dalldorf, M.D., and Grace M. Sickles. 

Encephalitis (Arthropod-Borne Virus Encephalitides and Lymphocytic Chorio- 
meningitis). W. McD. Hammon, M.D. 

Rabies. Harald N. Johnson, M.D. 

Influenza. Keith E. Jensen, Ph.D. 

Primary Atypical Pneumonia. A. E. Feller, M.D., and Maurice R. Hilleman, Ph.D. 
Mumps. John F. Enders, Ph.D., and Karl Habel, M.D. 

Herpes Simplex. T. F. McNair Scott, M.D. 

Variola and Vaccinia. C. Henry Kempe, M.D. 

Yellow Fever. John C. Bugher, M.D. 

Dengue. Albert S. Sabin, M.D. 

Phiebotomus (Pappataci or Sandfly) Fever. Albert B. Sabin, M.D. 

Psittacosis. K. F. Meyer, M.D., and B. Eddie, Dr.P.H. 

Trachoma. Phillips Thygeson, M.D. 

Inclusion Blennorrhea. Phillips Thygeson, M.D. 

Lymphogranuloma Venereum. Geoffrey Rake, M.B. 

Miscellaneous Virus Diseases. Maurice R. Hilleman, Ph.D. 

Rickettsial Diseases. Joseph E. Smadel, M.D. 


Thomas Francis, Jr., M.D., and Joseph E. Smadel, M.D., Editors 
578 pages 


AMERICAN PUBLIC HEALTH ASSOCIATION, INC. 
1790 Broadway New York 19, N. Y. 
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For internal 
menstrual control 


The principle of internal menstrual control is now 
accepted by the medical profession. With modern, 
effective Tassette there is no odor, no leakage or 
staining as with tampons, and the chafing, irritation 
and infection encountered with napkins does not 
occur. Tassette yields readily to all body move- 


Tassette fits anatomically at the introitus. Not : ; 

s, w es with complete free- 
a diaphragm. Tassette catches the menstrual vacua and is worn by all ag or 
flow or insures that the mucosa of the entire dom, security and comfort. 


vagina and cervix is bathed with medication. Tassette is made of soft, pliable rubber and fits well 
below the cervix at the introitus, sealing off and 
catching the flow completely. It is easily folded, in- 
serted or removed, and no pins or belts are required. 
Tassette can be inserted prior to menses, thus avoid- 
ing any embarrassment caused by the appearance of 
flow while at work.or under other circumstances. 


Use of Tassette obviates the disposal problem usu- 
ally encountered when napkins or tampons are used. 
You need not fear plumbing stoppages—-an important 
consideration in industrial installations. 


Tassette can be used in the treatment of cervical and 
vaginal disorders to insure retention of medication,” 
and it is useful for collection of secretions for diag- 
nostic purposes.* A modification of Tassette is also 
available for the management of vesicovaginal 
fistula.* 

1. Liswood, R., Obst. & Gynec., May 1959 

2. Karnakay, K. J., Tri-State Med. J., June, 1960 


3. Schaefer, George, Clin. Obst. & Gynec., June, 1959 
4. Burris, Swan, Jr., Am. J. Obst. & Gynec., Aug., 1960 


Tassette, Inc. M-14 
170 Atlantic Square, Stamford, Conn. | 
Please send me ........ Tassettes at the introductory | 
price of $3.50 (regular price $4.95). Enclosed is $...... 


Cash Check Money Order | 


Tassette is made of soft rubber and molds 
itself in conformity with body movements for 
complete comfort and safety. 
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specimen collection label 


Let ao qualified 
consultant explain the 
advantages of the 
TIME Labeling 
procedure ... or write 
for new catalog. 


Sticking 


LABELS 


VINYL coared 


LXIV 


for the complete 
 faboratory 
cycle! 


... the most versatile 
label available 


(self-sticking) to autoclaving 


TRANSFER WITHOUT... 
DANGER OF INFECTIONS 
COSTLY MISTAKES 
LICKING 


Designed for speed and accuracy in the laboratory! 
Transfer identification from specimen-to-petri dish-to-in- 
cubation with only one no-lick label. Eliminate contact! 
Be safe .. . be sure! 

Use pressure-sensitive TIME Labeling Tape . . . the new 
concept to modern labeling procedure. TIME TAPE ac- 
cepts pen, pencil, ball point or typewriter marking. It 
withstands temperatures from —120° to +250°. It holds 
firmly to glass, disposable plastic, china, etc. Permanent 
laboratory labels also available for non-expendables. 


PROFESSIONAL TAPE CO., INC. 
361C Burlington Ave., Riverside, Ill. 
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What is called a dietetic miracle happened in 1941. 
Science, medicine and industry combined —to pro- 
vide better nutrition for all through enrichment. 

Enrichment means adding specified amounts of 
thiamine, niacin, riboflavin and iron to white bread, 
flour, cereals and macaroni foods. Overnight, en- 
richment made these foods so good nutritionally 
that any normal diet—whether to maintain, gain 
or lose weight—is improved by eating them. 

The quiet miracle of enrichment was achieved 
without changing food-taste or color . . . without 


ENRICHED... 

and whole wheat flour 
foods are listed among 
the “Essential Four” food 


groups set up by the U.S. 


adding calories or cost. Since enrichment, defi- 
ciency diseases blamed on diets inadequate in 
thiamine, niacin and riboflavin have all but dis- 
appeared. Enrichment has also helped reduce the 
incidence of iron deficiency anemia. 

Credit the American Medical Association for 
recommending enrichment. Credit scientific and 
industrial research for making it possible and prac- 
tical. Credit millers, bakers and food manufacturers 
for voluntarily joining the program—to make en- 
richment the quiet miracle in public health. 


The nutritional statements in this advertisement and the literature 
it makes available have been reviewed by the Council on Foods 
and Nutrition of the American Medical Association and found 
consistent with current, authoritative medical opinion. 


FREE— USE COUPON OR SEND R BLANK 


Dept. of Agriculture's Insti- : To: Wheat Flour Institute Dept. AJPH—4 
tute of Home Economics. H 369 West Jackson Bivd., Chicago 6 r 
Diet selected from these 3 Please send me for professional review copies of the National i 
ate Research Council pamphlet, “Cereal Enrichment in Perspective, 
pala i posh and “The two minute story of THE QUIET MIRACLE,” for pos- 5 
tein, vitamins and minerals. : sible professional distribution in quantities. (Please print) ' 
name 
1 
WuEAT Fiour INSTITUTE | 
1 CITY. ZONE STATE 1 
working for a healthier America through nutrition 
APRIL, 1961 LXV 
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Standard Methods ) 


For the Examination of Dairy Products 
Eleventh Edition 


The year 1960 marked the 50th Anniversary of the first edition of this essential 

manual of laboratory methods used in the examination of dairy products. For half 

a century it has been accepted as the basis for methods used by official agencies at 

the federal, state and local level. It is equally “Standard Methods” for industry in 

quality control work and serves as a text book in many university bacteriology 

courses. 
The Eleventh Edition has been completely revised and extensively reorganized. 

(See American Journal of Public Health, August, 1960, p. 1202,‘ for details of 

changes and additions. ) 
Standard Methods for the Examination of Dairy Products, Eleventh Edition, 


is an official report of the American Public Health Association. | | 
| 
No 
NA 
abi 
J 
Published by | 
American Public Health Association, Inc. ki 
1790 Broadway New York 19, N. Y. ag 
American Public Health Association, Inc. ' 
1790 Broadway 
New York 19, N. Y. on 
Please send to me at the address given below .......... copies of Standard Methods for 
the Examination of Dairy Products, Eleventh Edition. 
Enclosed find §................1:+000+«: (@ $7 per copy) nk 
Please bill me. ................ 
(Name) 
} 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE* GUN 


Note: CONCENTRATED TUBERCULIN PPD ‘CON- 
NAUGHT’ is used for the STERNEEDLE test. Avail- 
able in | cc vials (sufficient for as many as 200 tests). 


The Automatic TB Case-Finding Device 

for the Heaf TUBERCULIN TEST 

The STERNEEDLE gun is an improved multiple puncture 
apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 
contained within the STERNEEDLE cartridge mechanically 
and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
withdrawal is automatic. 


ADVANTAGES... 
® Four (4) times faster than Mantoux. 
® Faster and more reliable than Patch test. 
® Performs up to 400 tests per hour. 
® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 
@ No dressing required. 


® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 


® Each test is uniform—puncture of 1 mm. depth 
and needle withdrawal is automatic. 


® No special skill required. 
® Painless. Ideal for testing children. 
® Eliminates hazardous and uncertain flame sterilization. 


® Disposable needle cartridges ELIMINATE CROSS-INFECTION. 


= Low cost STERNEEDLE cartridges may be resterilized. 


Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 


Top, left...Slip needle cartridge on guh with ectl Po 


plastic applicator. Remove applicator. 


Top, right...Place a drop of tuberculin PPD on 


cleansed forearm. 


Bottom, left...Place gun on drop of tuberculin 


PPD. Pressure and release of handle automati Se ri "mo 


cally triggers and retracts the needles. 


Bottom, right: Disposable needle cartridges and 
applicators may be washed and sterilized for 
reuse, if desired. 


266 South Dean Street, Englewood, New Jersey 
Canada: Winley-Morris Co., 4700 Prince of Wales, Montreal 
*Trademark. Pat. Pend. 
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| preferred media 
for isolation and differentiation 


of 
ENTERIC PATHOGENS 


SALMONELLA—SHIGELLA 
Isolation 
Bacto-S S Agar Bacto-Brilliant Green Agar 
Bacto-MacConkey Agar Bacto-Selenite Broth 
Bacto-Bismuth Sulfite Agar Bacto-Tetrathionate Broth Base 
Differentiation 
Bacto-Triple Sugar Iron Agar Bacto-Purple Agar Base 
Bacto-S | M Medium Bacto-Urea Broth 
Bacto-Purple Broth Base Bacto-Urea Agar Base 
ENTEROCOCCI 
Bacto-Azide Dextrose Broth Bacto-Phenylethanol Agar 
Bacto-Azide Blood Agar Base Bacto-Enterococci Presumptive Broth 
Bacto-S F Medium Bacto-Enterococci Confirmatory Broth 


Bacto-Enterococci Confirmatory Agar 


ENDAMOEBA HISTOLYTICA 


Bacto-Endamoeba Medium 
with Bacto-Horse Serum and Bacto-Rice Powder 


THE DIFCO MANUAL, NINTH EDITION, 


including descriptions of these media and their use, 
is available on request. 


Specify DIFCO—the trade name of the pioneers in the research 
and development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 
DETROIT 1, MICHIGAN 


| 
| 
| 


— 
— 


